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Abstract
A sociological framework for explaining parental experiences of stillbirth is 
presented. Foregrounded is gender, and from an analysis of 39 interviews with 12 
sets of bereaved parents and 16 mothers (22 of whom suffered a stillbirth and six of 
whom a neonatal death), comes a sociological perspective on the reasons why men 
and women experience stillbirth in different ways. Using techniques informed by 
grounded theory (Strauss and Corbin, 1990), the identities of the stillborn and the 
parent are considered, acknowledging that parental identity cannot be understood 
without engaging with the child to whom they are relationally placed. As the 
relationships to the unborn baby differ for men and women, so does the experience of 
stillbirth. The findings widen the knowledge base of a sociologically under­
researched group.
In delineating the factors that lead parents to expect that pregnancy will 
proceed un-problematically, this thesis empirically supports Hockey and Draper’s 
(2005) call for theories of identity to be extended to encompass pre-birth and post­
death constructions; those conditions that allow identity construction to take place 
pre-birth are identified. Walter (1999) is challenged in his want of a more nuanced 
understanding of how the integration of the deceased is managed and how gender 
impacts upon this process; the gendered experience of pregnancy is central to the 
processes that lead to the integration of the stillborn posthumously. Also contested is 
the tendency in sociological work on pregnancy loss to conflate discrete types of 
bereavement for inclusion in a single category.
This thesis, therefore, develops a sociological understanding of the 
experience of stillbirth, the structural and interactional conditions and consequences 
of which are gendered.
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Chapter One
Contextualising stillbirth
It has been argued that in Western industrialised society women are expected to 
control their reproduction (Malacrida, 1999; Strathem, 1996). Once pregnant, 
however, there are outcomes that are difficult to either predict or to control. One 
such outcome is the involuntary cessation of a pregnancy which might occur in the 
form of miscarriage or stillbirth. The thesis presented here is concerned with the 
latter. Stillbirth is defined in the United Kingdom as the death of a child bom after 
24 weeks’ gestation and “...which did not at any time after being completely 
expelled from its mother breathe or show any other signs of life” (Confidential 
Enquiry into Stillbirths and Deaths in Infancy [CESDI], 2001:127). It is a relatively 
rare event; in 2005, 5.4 pregnancies for every thousand births in England and Wales 
ended in stillbirth (Office for National Statistics [ONS], 2006). Rates for Scotland 
are similar: preliminary estimates for 2007 suggest a rate of 5.5 stillbirths for every 
thousand births (General Register Office for Scotland, 2008). Stillbirth in Northern 
Ireland is less common with a rate of 3.8 per thousand births (Northern Ireland 
Statistics and Research Agency, 2008). Whether the baby died during labour 
(intrapartum) or while still in the womb (antepartum), stillbirth is the largest 
constituent part of the perinatal mortality rate in this country (Hart, 1998; Gardosi et 
al, 2005), the perinatal mortality rate being the number of stillbirths plus deaths 
under one week of age per thousand live births (ONS, 2005a). In absolute numbers 
this meant that, in England and Wales in 2005, 3,483 babies were stillborn (ONS, 
2006). This amount of stillbirths means that the number of bereaved parents is not
negligible. Although Hubbard (1985) and Oakley (1980) have argued that its 
medicalization suggests pregnancy to be a dangerous state, other writers disagree 
suggesting that the amount of care, intervention and screening that women receive 
during pregnancy bolsters parental expectations of safe childbirth (Borg and Lasker, 
1982; Smith and Borgers, 1988-9; Stewart and Dent, 1994; Benson and Robinson- 
Walsh, 1996). For a significant number of parents, however, any expectation of a 
successful birth is contrary to their actual experience.
This thesis is concerned with documenting parental experiences of stillbirth 
in order to provide a theoretical framework through which the experiences of men 
and women may be understood and explained sociologically. This introductory 
chapter considers the shifting definition of stillbirth and outlines its demographic 
incidence. It then briefly outlines which social groups have a higher risk of stillbirth 
and what medical reasons may be given to explain such losses. The chapter 
concludes by documenting the origins of this piece of research, outlines its aims and 
sets out the structure of the thesis.
A brief history of stillbirth
It was in 1904 that the Interdepartmental Committee on the Physical Deterioration of 
the Population recommended that birth statistics be collected because of the low 
standard of health among men drafted into the British Army (Oakley, 1986). 
Although the word ‘stillbirth’ had been in common parlance for centuries, it was on 
the recommendation of the aforementioned committee that stillbirth became a legal 
category for purposes of registration in the 1920s. Armstrong (1986) has argued that 
the creation of such a category changed the direction of ante-natal care. The marker 
of 28 weeks’ gestation resulted in care before this point being aimed at protecting a 
foetus, the loss of which was defined as a miscarriage; while after the 28-week period, 
ante-natal provision (such as it was at that time) would be directed towards a baby, 
the attendant loss being a stillbirth. For Armstrong (1986), medicine had “...mapped 
out the first year of [infant] life” (p. 216) beginning at 28 weeks’ gestation and 
closing when the child turned one year old. Moreover, as the stillborn became a 
legal infant, so the loss could be conceptualised in the same terms as a neonatal death.
Since the gathering of those initial statistics, the incidence of stillbirth has 
fallen dramatically from 38.8 stillbirths per 1000 births in 1927 -  a rate of almost
four per cent -  to under three per cent of total births by the end of World War II 
(ONS, 2001); by 1976 stillbirths accounted for less than one per cent of total births in 
England and Wales. This is a trend that has been mirrored throughout Western 
industrialised society (Graafinans et al, 2001). Improvements in pregnancy outcome 
have been attributed to various factors including better ante-natal care (Dummer et 
al, 2000; Graafinans et a l, 2001), with provision becoming more standardized from 
the 1930s (Reid, 1990: 302) and advances in resuscitation techniques that may have 
shifted potential stillbirths into the category of neonatal death or, indeed, possibly 
saved the lives of vulnerable babies (Dummer et a l, 2000). The ultrasound scan, 
used as a tool of surveillance, may also have had an impact by facilitating the 
identification of pregnancies where the baby would likely have died before birth, 
with the outcome being a termination rather than a stillbirth (Dummer et a l, 2000). 
Non-medical factors have been cited as well, with Graafinans et al (2001) noting the 
importance of better living conditions over the last century, while Lewis (1990) has 
pointed to improved maternal nutrition.
Accompanying this decrease has been a heightened awareness of how 
stillbirth and other forms of pregnancy loss can affect parents. There has been 
activism among the bereaved themselves: The Stillbirth Society, later renamed the 
Stillbirth and Neonatal Death Society (Sands), was founded in 1978 to support 
bereaved parents (Lovell, 1997; Allsopp et al, 2004). The change in the charity’s 
name accorded with Armstrong’s (1986) assertion that the two forms of loss are 
similarly conceptualized. Sands did not merely aim to support parents. A further 
intention was to move the line of legal demarcation between miscarriage and 
stillbirth from 28 weeks’ gestation to 24 weeks as was achieved in the early 1990s 
(Sands, 2008: online). This change had an attendant effect on the numbers of 
stillbirths, with there being a rise in the rate from 4.3 per thousand births in 1992 to 
5.7 in 1993 (ONS, 2005a). Since this change in definition, the rate of 5.7 per 
thousand has only been subject to minor fluctuations and, in 2006, the stillbirth rate 
was 5.3 stillbirths per thousand total births (Confidential Enquiry into Maternal and 
Child Health [CEMACH] 2008). There was, however, an unexpected increase of six 
per cent in the rate between 2001 and 2002 (ONS, 2005b) which prompted a 
government investigation into the risk factors associated with stillbirth.
An awareness of the historical creation of categories of pregnancy loss clearly 
demonstrates how stillbirth is a socially constructed category. Furthermore, not 
only has the definition varied over time in this country but it also differs between 
nations: in the European Union, for example, there are disparities in the demarcation 
line that separates a stillbirth from a miscarriage; in some countries, the gestational 
period used differs (Stanton et al, 2006), while elsewhere the weight of the foetus is 
the determining factor (Say et al, 2006). As the stillbirth category arbitrarily 
recognises the loss of a baby, pregnancy loss at this point brings with it the rights to 
paid maternity leave and attendant benefits (Directgov, 2007); therefore, since the 
change in definition, the experience of pregnancy loss has become an 
institutionalised one for a greater number of mothers than might have been the case 
otherwise.
Who is at risk?
There has long been an understanding that health inequalities exist between differing 
social groups (Annandale, 1998) and, in accordance with this, a statistical analysis 
undertaken by the Office for National Statistics (ONS, 2005b) showed that the risk of 
stillbirth could be seen to depend on where the mother was located socially. For 
mothers the risk factors for stillbirth included: being bom outside the United 
Kingdom; being unmarried (although no distinction was made between un-partnered 
women and those who were living with their partners); and age, with younger and 
older mothers more likely to suffer such a loss (the ‘optimum’ time to be pregnant 
was between 25 and 35 years of age). A notable omission in this report was class, a 
major determinant of health inequalities (Wilkinson, 1996) which may have been 
merely due to the statistical data that was available to the researchers rather than 
political expediency. Other researchers, however, have noted that, in line with the 
higher rates of morbidity that are associated with the lowest socio-economic groups 
in the United Kingdom (Macintyre et al, 2005), mothers in these groups appear to 
have a heightened risk of stillbirth. These investigations, though, have tended to 
classify the mother by her partner’s occupation rather than her own occupational 
status (Dummer et a l, 2000; Gardosi and Francis, 2005).
As there are, therefore, social processes that might be seen to contribute to the 
risk of stillbirth, such knowledge allows the possibility of alleviating stillbirth rates.
There seems to be evidence, though, that extra care in pregnancy tends to be directed 
at those 'women in low-risk groups rather than mothers who might fall into high-risk 
categories (Bosanquet et a l, 2005).
Causes of stillbirth
Armstrong (1986) argued that, since the Second World War, there has been a shift in 
conceptualising the causes of a stillbirth from originating with the expected child’s 
pathology to the fault being located within the mother: stillbirth became seen as a 
‘pregnancy failure’. This is not necessarily a new phenomenon; in what would 
appear to be an earlier understanding of the mother’s influence on the physical well­
being of the foetus, Reinharz (1988) has documented nineteenth- and early twentieth- 
century texts that had already advocated specific ways in which expectant mothers 
might avoid suffering a miscarriage. Indeed, recommendations around maternal 
behaviour in pregnancy that have been informed by medical research abound, with 
abstinence from alcohol and smoking well kno'wn among these. Other ‘dangerous’ 
substances and conditions have been claimed to threaten the unborn baby: recently, 
the British media reported on medical research that linked stillbirth to the mother’s 
consumption of coffee {BBC News, 2003); the Daily Mail (Gill, 2006) warned 
against the use of vitamin E supplements; while maternal obesity was highlighted as 
a factor in rising rates in the Daily Telegraph (2008).
As with many deaths, there is medical interest in discovering the cause of a 
stillbirth and following a stillbirth parents are routinely offered a post-mortem. 
While not all parents agree to an autopsy, of those that take place, one-third of 
stillbirths are normally attributed to a medical problem, leaving two-thirds officially 
‘unexplained’ (Gardosi et a l, 2005). Identifiable causes of stillbirth might include 
congenital abnormalities, asphyxia (oxygen deprivation during labour) (Kohner and 
Henley, 2001), birth traumas and infection (ONS, 2005a).
Gardosi et al (2005), however, have argued that the high number of 
unexplained stillbirths is, in actuality, a consequence of an inadequate classificatory 
system which does not recognise ‘failure of foetal gro-wth’. They have proposed an 
alternative system that they consider has the potential to explain the majority of 
stillbirths: indeed, using their o'wn classification system, these researchers were able 
to attribute 85 per cent of stillbirths to explainable causes. By the use of a tape
measure, Gardosi et al (2005) argue, ante-natal care could identify those babies who 
are not growing satisfactorily and, therefore, potentially decrease the numbers of 
stillborn children. This research holds major implications for health policy as 
Gardosi et al (2005) suggest that the failure to detect foetal growth can be linked to 
suboptimal antenatal care. As noted above, Bosanquet et al (2005) have accused 
the NHS of the same for its expectant mothers. Moreover, in a recent review by the 
Healthcare Commission (2008), women were reportedly not getting the 
recommended amount of ante-natal appointments that NICE recommend. Set against 
Gardosi et a l ’s (2005) call for a need to “...enhance efforts to improve the antenatal 
detection of fetal growth restriction” (p. 1116), it appears that more could be done to 
improve ante-natal health services. The phenomenon of stillbirth, then, may be 
placed within a wider political context. It is also worth noting that if the pregnancy 
failure can be attributed, rightly or wrongly, to the consumption of particular 
substances, then maternal culpability might be a potential consequence of 
unexplained stillbirth.
Origins of the research
The origin of this thesis is located in my own loss through stillbirth in 1994. My 
second child died at 27 weeks’ gestation and, soon after giving birth, I overheard the 
midwives discussing my case: one of them said, “It’s more like a miscarriage really.” 
At that moment my overwhelming feeling was that they had devalued my experience. 
Relating this to Armstrong’s (1986) argument regarding the line of demarcation 
between miscarriage and stillbirth, in that moment the midwife had changed my loss 
from that of a baby to that of a foetus. It was at that point that I became aware of the 
importance of language in the structuring of individual experience.
There were other issues, too: despite the best efforts of my GP, the ante-natal 
support I received was minimal; I was not made aware of my right to maternity leave 
by my employers; and I had to fight for other entitlements. In addition, I 
encountered silence from friends and family and there was no local support group to 
attend. Some years later for my undergraduate dissertation I interviewed five women 
who had endured a similar loss (Murphy, 2003) and, noting the lack of sociological 
research on pregnancy loss, it seemed to me that stillbirth was eminently suited to a 
PhD project. This led me to the University of Surrey with a three-year research
studentship from the Economic and Social Research Council with the aim of 
exploring the social dimensions of stillbirth.
Research aims
With the notable exception of writers such as Lovell (1983; 1997) and McCreight 
(2004; 2007; 2008), both of whom have considered perinatal loss, and Oakley et al 
(1990), Letherby (1993), Frost et al (2007) and Brady et al (2006), who have 
reported on miscarriage, the experience of pregnancy loss has not been extensively 
studied by sociologists in the UK. Given the existence of a British Sociological 
Association Human Reproduction Study Group, this relative absence might be 
unexpected; but as the experience of stillbirth also falls into the research area of 
death, its absence might be more understandable as sociological research on 
bereavement has only recently begun to flourish (Exley, 2004). The neglect of death 
by sociology has been argued to be problematic by Seale (1998). He has posited that 
“...an understanding of mortality is fundamental for an adequate theory of social 
life” (Seale, 1998: 11). Stillbirth, encompassing as it does birth (the point at which 
social identity has been claimed to begin (Jenkins, 1996)) and death (where it ends) 
is, then, thoroughly suitable for sociological enquiry.
This thesis aims to understand the differing ways in which the experience of 
stillbirth might be gendered and the processes that may contribute to such a 
gendering. Through the use of qualitative research methods, the diversity of 
experiences of mothers and of fathers is explored and documented. The focus is not 
only on the experience of stillbirth but also on how parental understandings of, and 
meanings attributed to, pregnancy, birth and death, are coloured by the loss. Integral 
to this thesis is a consideration of how and in what circumstances identities are 
formed before birth and how, in cases where a pregnancy has not been followed by a 
social life, the burgeoning identity of the baby after stillbirth might be sustained. The 
focus is, therefore, on considering in what ways the stillborn is remembered and by 
whom. Are there qualitative differences between men and women in their 
remembrance of their child? Is the identity of the unborn robust enough to be one 
that is remembered and memorialised in a social circle that extends beyond the 
child’s parents? In the fulfilment of these aims, this thesis attempts to add to an 
existing corpus of sociological work that relates to gender. It also intends to
contribute to existing theories of identity and bereavement, while making a 
substantive contribution towards the sociology of human reproduction.
Structure of the thesis
This thesis is divided into nine further chapters. Chapter Two charts the previous 
research into pregnancy loss and encompasses work from distinct disciplines such as 
psychology, anthropology and that undertaken by medical professionals. In doing 
this it highlights how a sociological perspective on stillbirth is necessary to a fully- 
informed understanding of the phenomenon and how this research adds to the limited 
sociological research on pregnancy loss. This is followed by a review of the 
literature on the sociology of bereavement which particularly highlights the 
theoretical perspectives of Lolland (1985), Walter (1999) and Riches and Dawson 
(1997).
Chapter Three examines those wider areas of sociology that might potentially 
assist a sociological analysis of stillbirth. It therefore reviews work on identity and 
includes the symbolic interactionist approach to role theory, Gof&nan’s (1963) 
concept of stigma and Giddens’ (1991) theoretical consideration of self-identity. 
Included in this section is a discussion of when identity may be seen to begin and 
therefore there is an examination of existing work on the unborn child. Literature on 
gender is explored and this section will outline theoretical work that has considered 
gender as performance, work on the plurality of masculinities and femininities, as 
well as that which considers parenthood. It argues that societal understandings of 
motherhood and fatherhood have the potential to impact on the experience of 
stillbirth.
As the focus of this research is on how parents experience stillbirth and the 
meanings and understandings they have of their stillborn child both before and after 
its death, the fourth chapter outlines the qualitative methods that were deployed in 
order to investigate parental experiences of stillbirth, highlighting the difficulties 
encountered in researching a sensitive subject. It charts the research process from 
the initial interviewing of participants to the analysis of the interviews.
Subsequent chapters outline the accounts of the parents, showing how gender 
impacts on the experience: Chapter Five considers the interlinking factors that lead 
parents to expect success in pregnancy and, therefore, allow mothers and fathers to
begin to construct their child’s identity; Chapter Six documents the conflict of 
identity that accompanies a stillbirth for first-time parents as well as the social 
ambiguity that such parents might experience; Chapter Seven paired with Chapter 
Eight explores the continued remembrance of the stillborn child and the difficulties 
that parents encounter in doing so, focusing firstly on the private sphere and then the
public nature of the experience.
Chapter Nine proffers a theoretical framework through which stillbirth might 
be better understood and which is grounded in parental accounts. As such the 
implications for existing theories of identity, gender and bereavement are highlighted. 
The thesis concludes with Chapter Ten, which reflects on the study, states the 
sociological contribution it makes and proposes avenues for further research.
Chapter Two
Pregnancy and loss
Chapter One noted that over the past fifty years there has been a sharp fall in the 
incidence of stillbirth. Accompanying this fall has been a vast increase in the amount 
of research, mainly psychological in nature, undertaken into pregnancy loss and other 
forms of bereavement; as stillbirth has affected fewer people, more has become 
known about its possible consequences. One of the initial early research projects 
was a qualitative piece of research by Bruce (1962) who focused on the reactions of 
nurses to stillbirth. It was during this study that she became interested in the 
experiences of mothers. From this point the amount of research into pregnancy loss 
grew apace. Indeed, this research activity can be seen as part of a larger 
phenomenon during the 1960s and 1970s when experts “.. .stepped in to measure and 
monitor individuals in virtually every social setting” (Lupton and Barclay, 1997: 36). 
Such measurement and monitoring may be seen in the disparate disciplines that have 
an interest in pregnancy loss: health-care professionals have aimed to improve 
hospital practice; psychologists have been interested in defining the parameters of 
‘normal’ grief and thus aid its ‘resolution’; and self-help writers, often themselves 
bereaved, have endeavoured to share experiences with those in similar situations and 
heighten public awareness of pregnancy loss.
On occasion the academic researchers interested in pregnancy loss have also 
had a personal experience of such a bereavement: taking up the feminist exhortation 
that the ‘personal is political’, both Linda Layne, anthropologist, and Gayle Letherby,
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sociologist, have drawn on such experiences to inform their research, while Lovell 
(1997) became interested in this area after working in a hospital pathology 
department. Compared to other specialist areas, however, there have been few 
sociological studies and Letherby’s (1993) work that focused solely on miscarriage is 
a notable exception, as well as Lovell’s (1983; 1997) work on maternal identity and 
perinatal loss. A ftirther noteworthy feature of the existing research is the 
overwhelming focus in the literature on mothers rather than fathers (O’Leary and 
Thorwick, 2006) although this absence is now beginning to be redressed, for 
example, by researchers such as Puddifoot and Johnson (1997), McCreight (2004) 
and O’Leary and Thorwick (2006).
Much of the existing literature in this area studies several types of loss in a 
single project vyith stillbirth included alongside neonatal death, miscarriage and 
sudden infant death syndrome; for example, sociologists Peppers and Knapp (1980) 
included deaths up to the age of one in their influential work Motherhood and 
Mourning. This chapter, therefore, charts the major themes in the literature on 
pregnancy loss per se rather than isolating those studies that have only dealt with 
stillbirth, and considers the following areas: the grief experience, which includes the 
often controversial debates over contact with the stillborn; interaction between 
parents and health professionals; the ‘conspiracy of silence’ that is claimed to 
surround pregnancy loss; social support; and the meaning that might be found in loss. 
It then considers the sociology that has been conducted with regard to pregnancy loss 
and reviews the sociology of bereavement. The phrase that is adopted for use 
throughout this thesis, ‘pregnancy loss’, is one that is acknowledged to be 
unfortunate in its perceived connotations of carelessness; but for the want of a more 
succinct or less loaded term it will not be changed.
Grief and pregnancy loss
Researchers have documented a wide spectrum of reactions to pregnancy loss. In the 
initial stages of loss mothers and fathers are often reported to grieve in similar ways 
(Samuelsson et a l, 2001) and have related feelings of shock and numbness (Giles, 
1970; DeFrain et al, 1986), denial (DeFrain et a l, 1990-91) and anger and bitterness
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(Seitz and Warrick, 1974^). Feelings that have primarily been seen to have affected 
mothers are a sense of failure (Lewis and Page, 1978), jealousy of other women’s 
successful pregnancies (Borg and Lasker, 1982) and guilt (Peppers and Knapp, 1980; 
McCreight, 2008^). Guilt, however, has also been identified as likely to affect the 
father if the expected child was unwanted or unplanned (Seitz and Warrick, 1974 
DeFrain et al, 1986). Coping styles in response to loss have been highlighted too 
fathers have a tendency to immerse themselves in work (Forrest et al, 1982) 
mothers may be at risk of beginning or worsening substance abuse (DeFrain et al, 
1986); and individuals have, on occasion, reportedly contemplated suicide or 
expressed their emotions violently (DeFrain et al, 1986^). In itself, this work 
demonstrates the extent to which pregnancy loss might affect parents but the most 
prevalent area of work on pregnancy loss has been that which has focused on grief-  
the emotional reaction to the loss -  which can be distinguished from mourning, 
defined as "... the wide-ranging, more socially oriented manifestations of loss” 
(Mander, 2006: 2). Located as it is within the realm of the emotions, grief has often 
been the focus of psychological study.
Up until the 1970s, it had been widely assumed that the length of gestation at 
which the child was lost determined the level of grief experienced by the mother: the 
rationale for this was that the longer the pregnancy had lasted, the greater the 
emotional investment made by the parents (Anonymous, 1977). Peppers and Knapp 
(1980) disputed this claim and argued that the determining factor in mourning was 
parental commitment to the pregnancy (see also Lovell, 1983; Letherby, 1993; 
Kohner, 1995; Cote-Arsenault and Dombeck, 2001). This is a claim which 
recognises that levels of grief are linked to the meanings attached to the pregnancy 
by the parents although an attendant effect is that it implies that differing types of 
pregnancy loss may properly be conflated into one category. This conflation occurs 
despite the fact that there are particular factors that might impinge upon each type of
' Other examples include: Lewis and Page (1978); Peppers and Knapp (1980); Borg and Lasker 
(1982); Forrest et a l  (1982).
 ^See also Speck and Kennell, (1980); Leppert and Pahlka (1984); Benson and Robinson-Walsh 
(1996); Nicholls (1989); Jones (1990); Saflund et a l  (2004).
 ^The latter was partially borne out in a conversation with a member of staff at the head office of 
Sands: this charity operates a ‘befriender’ scheme where men and women, themselves bereaved, have 
been trained to provide support to the newly bereaved. In some cases, the police are asked to 
accompany befrienders to visit newly-bereaved parents as there have been instances of personal 
attack.
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pregnancy loss: for example, while parents who lose through miscarriage and those 
who have been bereaved by stillbirth might well desire a child to the same degree, 
the physicality of the experience of loss differs between an early miscarriage and a 
stillbirth and, as noted in Chapter One, there is in stillbirth the legal recognition of 
the loss of a baby which is not present for women who experience an earlier loss.
Notwithstanding this, the prevailing view held by theorists has been that the
mother’s grief, however long the gestation, tends to be expressed through emotional
reactions, while fathers have been said to withhold their feelings in order to support
their partner (Peppers and Knapp, 1980). This phenomenon has been termed
‘incongruent grieving’ (Peppers and Knapp, 1980) and it has been applied to
stillbirths as well as miscarriages, neonatal deaths and other forms of loss.
Incongruent grieving is also characterised by differences in the intensity of feelings
shown by parents and the length of time for which they last. This has led to the
mothers’ grief being privileged, for example:
...fathers may experience a sense of loss in cases of miscarriage or 
stillbirth, their grief, in most cases, cannot really compare to that of the 
mother”. (Peppers and Knapp, 1980: 29)
Drawing on data from a questionnaire distributed to 58 couples, however, 
Wilson et al (1985) have claimed that fathers seem to be more at risk from ‘delayed 
grief rather than lesser levels of emotion. This phenomenon tends to be explained 
by fathers’ perceived need to put their sadness to one side in order to support their 
partners (Lasker and Toedter, 1991; Stinson et a l, 1992; Puddifoot and Johnson, 
1997) and ‘protect’ them (Samuelsson et a l, 2001). Recent work on the paternal 
experience has found fathers to feel that they have been overlooked by both health 
professionals and their social networks with the net result that their emotional needs 
have been neglected (McCreight, 2004). Indeed, fathers have been termed the 
‘forgotten mourners’ (Samuelsson e ta l, 2001; McCreight, 2004; Murphy, 1998),
In attempts to explain gendered differences in grieving, researchers have 
drawn on role theory which is based on the idea that men and women are socialised 
into gendered norms of behaviour (Helmrath and Steinitz, 1978; DeFrain et a l, 1986; 
Stinson et al, 1992; Sammuelsson et al, 2001; McCreight, 2004). Puddifoot and 
Johnson’s (1997) research, where 20 fathers were interviewed about their partner’s 
miscarriage, is a useful example of the application of role theory: their male 
participants explained reluctance to talk about their feelings following a miscarriage
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as they might ‘lose face’; because emotions were in the domain of women, and that 
they had, therefore, problems in acknowledging their own emotions in the face of 
societal expectations; and that any expression of their own emotion would . .detract 
from the presumed greater and more “legitimate” grief of the female partner, or 
indeed [would be seen] as adding to it” (Puddifoot and Johnson, 1997: 839). 
Emotion, therefore, or the expression of it, is subject to social control.
Relying on role theory and socialisation from a psychological perspective is 
problematic. As Zeanah (1989) has argued and Puddifoot and Johnson (1997) have 
demonstrated, previous research has shown men tending to deny their feelings rather 
than admit to them, suggesting that the underlying differences in emotional reactions 
between men and women have been over-estimated by former researchers. Connell 
(1995) argues that while the scales psychologists use to measure masculinity and 
femininity are apparently neutral, they “...are themselves underpinned by 
assumptions about gender” (p. 69) that posited male and female as binary opposites 
(Thompson, 1997). Thompson (1997) claims that psychological literature on grief 
uncritically aligns women with nature and characterises them as more emotional and 
subjective than men who are, in opposition to this, allied with culture, reason and 
objectivity. The expression of a mother’s grief through crying and talking about the 
loss is thus seen as normal. While gender roles are ostensibly comprehensive 
(common-sense) explanations for grieving behaviour, this approach fails to analyse 
the power relations involved in the creation of norms of behaviour and feeling. 
Thompson (1997) believes that gendered orientations to grief reflect a patriarchal 
society in which men are seen as active and women as passive and which help to 
perpetuate existing power relations. More recently, it has been argued too that in a 
late-modern world where gender norms are contextual and open to change any 
recourse to gender to explain grief reactions is limited (Riches and Dawson, 1997).
Indeed, Burkitt’s (1997) relational model of the emotions argues that 
emotions are produced within social relationships which are culturally specific. The 
analysis of emotion and pregnancy loss using this model would take as its starting 
point the relationship between the parent and the foetus (albeit one-sided) and 
consider how societal discourses, medical, social and legal, inform this relationship. 
For example, a medical discourse of a life within the womb might encourage a fuller 
relationship between the parents and the expected baby. Moreover, as women tend
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to be seen to have a greater investment in the parental role with women
overwhelmingly responsible for care of children after birth (McKie et al, 1999), the
bonding between mother and baby is likely to be stronger and, therefore, the loss for
the mother may be seen to be potentially greater than the father’s. In addition, social
understandings of emotion might operate to inform the ‘proper’ expression of grief,
and it has already been noted that there are cultural perceptions over who might
express emotion. As Burkitt (1997) argues:
[t]he emergence of the wrong emotion signs show, in the eyes of one’s 
peers, a lack of social skill or, worse, some underlying psychological 
‘disorder’ which has disabled the person in learning the required bodily 
techniques, (p. 49)
In order to explain the phenomenon of ‘incongruent grieving’, the term of 
‘incongruent bonding’ has been used as this presupposes that fathers are less attached 
to the unborn child than the mother thus their grief will necessarily be the lesser 
compared to their partner’s (Peppers and Knapp, 1980; Beutel et a l, 1996; Schwab, 
1996; Puddifoot and Johnson, 1997; Johnson and Puddifoot; 1998). It has been 
argued that the earlier identification of pregnancy has encouraged earlier bonding for 
the mother (Layne, 1997) and that technologies of medicine such as the ultrasound 
scan have led to fathers reporting that they have bonded sooner than they might have 
done otherwise. Puddifoot and Johnson (1997) have supported this suggestion and 
pointed out that, for the men in their research, the ramification of the ultrasound scan 
was such that the men who scored the highest on their scale of grieving over their 
partner’s miscarriage were also those who had high levels of visual imagery and who 
had attended the scan (Johnson and Puddifoot, 1998; Draper, 2002a; McCreight, 
2004). In the application of a sociological model of the emotions that suggests that 
society encourages the mother to have a closer bond with the baby than the father, 
the psychological notion of ‘incongruent bonding’ can begin to be understood as 
culturally specific.
There have been, however, recent attempts to encourage men to become more 
involved in pregnancy (Draper, 2002b). Since the 1980s there have emerged the 
concepts of the ‘new man’ and the ‘new father’ which have “...incorporated men 
within discourses of caring” (Macdonald, 1995). Accompanying these discourses 
has been the encouragement of men to take an active role in pregnancy, yet they are 
then disregarded when the pregnancy is lost (Murphy, 1998). Whether men have
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actually taken that active role is a moot point, but the premise remains that if a 
society is concerned with bringing fathers into greater involvement with their 
children, then a rise in levels of research that takes into account the paternal 
experience of stillbirth is timely.
Despite moves to encourage bonding by fathers, the physical distance of men 
to the pregnancy, that is, that they do not carry the child or give birth, has been held 
to be a factor in different grieving patterns (Davidson, 1977). Murphy (1998), in a 
small qualitative study where only five men were interviewed, has also highlighted a 
belief that her participants held that pregnancy hormones precipitated a greater 
emotional expression of grief for women. Both of these explanations not only 
discount what meanings may have been attached to the pregnancy but also show how 
the essentialization of gender differences filter into the popular imagination. As a 
counter to these explanations, however, Rosenblatt (2000) argues that grief processes 
in the US are shaped by the primacy of money-earning work, as has Malacrida (1999) 
who, from interviews with 22 bereaved parents, has pointed out that there is an 
economic cost to ‘unresolved grief: sublimated emotion may result in mental health 
problems at a later point which may then result in workers taking extensive periods 
of sick leave. Indeed, Malacrida (1999) has argued that it is for this very reason that 
it is in the interest of governments to legitimate social practices around perinatal 
death.
While sociologists Raj an and Oakley (1993) and the psychoanalyst Giles 
(1970) have argued that grieving should be generally considered to be a healthy 
process, one outcome of such work on the parameters of grief has been that in 
documenting grief there has been an opportunity for psychologists to differentiate 
between normal grief (or ‘appropriate grief reactions’) and pathological grieving 
(‘inappropriate grief reactions’), the latter being over-intense, shallow or absent by 
comparison with the former (LaRoche et al, 1984). However, as demonstrated, 
psychological perspectives posit that grieving itself is gendered. Considering this 
perspective in the light of the claim that psychiatric classifications of mental illness 
are gendered, which lead to women’s behaviour being pathologized (Pilgrim and 
Rogers, 1999), then the way is cleared for similar possibilities for abnormal grieving 
for either gender. For example, while women are seen as more emotional in their 
grief, were a man to exhibit too much emotion then he could potentially be labelled
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as having an overly intense reaction, thus inviting his grief to be pathologized. 
Puddifoot and Johnson’s (1997) study can then be recast as not merely showing a 
concern by men to be seen as unemotional but also their attempts to avoid the label 
of ‘mentally ill’. Alternatively, if a woman copes by returning to work early with no 
visible signs of grief, she might be considered to be having an absence of, or shallow, 
grief reaction even though it may well be the social pressures that Malacrida (1999) 
highlighted demanding her participation in the workplace.
Although it seems that most bereaved parents adapt to the loss of their baby
without serious problems (Boyle, 1997), research has indicated that perinatal loss
may provoke adverse mental health reactions. Mothers who have suffered in this
way have been seen to have higher rates of anxiety and depression than those who
have not had a baby die (Bourne, 1968; Hughes et a l, 1999"^ ). Earlier evidence,
however, contradicted this -  Clarke and Williams (1979) found that young mothers
with live children were as “...depressed 6 months post partum as were those whose
babies died perinatally” (p. 917). Indeed, in her seminal work in the sociology of
human reproduction, Oakley (1980) referred to the isolation felt by new mothers of
live babies. While much research into the mental health impact of pregnancy loss
has been directed at mothers, Wilson et al (1985) did consider fathers as being at
risk of depression, especially if they had ‘delayed grief; however,
[u]nfortunately, at this later point in time, the likelihood that others will 
recognise the fathers’ need may be greatly diminished”. (Wilson et al, 
1985: 1237)
In common with the isolation of risk factors for stillbirth, there has also been 
research aiming to understand who is most likely to be affected by depression 
following a perinatal loss. In the light of the risk factors for stillbirth that were 
referred to in Chapter One, it seems that women in disadvantaged social groups are 
doubly at risk, as the factors that contribute to depression after a loss include: lower 
educational attainment; belonging to a lower social class; and being unmarried 
(Boyle, 1997). This has led Boyle (1997) to conclude that the “...impact of a baby’s 
death appears to be governed to a large degree by the broader psychosocial context in 
which such a loss is experienced” (p. 121^). Other risk factors include self-blame
Also Boyle et a l  (1996); Boyle, (1997); and Rowe et a l  (1978).
 ^See also Forrest et a l  (1982); Condon (1987); Boyle et a l  (1996); Bernazzini and Bifulco (2003) 
Turton et a l  (2001).
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(Graham et al, 1987), which could be linked to guidelines around behaviour in 
pregnancy (see Chapter One); not having a surviving child (Rosenblatt and Bums, 
1986; Graham et al, 1987); having fewer children than desired (Rosenblatt and 
Bums, 1986); and having children at home, a factor that might impede the mourning 
process (LaRoche a/., 1984).
The advice that has been generated by this work for health professionals has
suggested that they identify which bereaved parents belong to high-risk groups
(Condon, 1987); however, Lasker and Toedter (1991) argue that actually the
...medical criteria that are usually employed to target women for 
intervention programs...do not appear to be relevant to the most severe 
long-term outcomes, (p. 521)
Moreover, a concentration of resources on those who are seen as most at risk raises 
the possibility that those who are in lower-risk groups and who suffer may slip 
through the net.
Emerging from such research is a raft of recommendations around pregnancy 
loss. These include waming men and women about differences in mourning pattems 
(Phipps, 1981) which is a practice that can be seen as potentially constitutive of 
differences between men and women. Speck and Kennell (1980^) suggest that 
parents are educated on the grieving process and should be told what ‘normal’ grief 
is despite the fact that ‘normal’ grief is not always specified in such articles and that 
grief reactions may vary by culture as well as gender. Advice on how to handle 
difficult situations that parents might encounter on leaving the hospital is deemed 
good practice by Phipps (1981) although difficult situations in the hospital might 
arise for parents (Davis et al, 1988). Helmrath and Steinitz (1978) propose that 
parents are put in touch with those who have been similarly bereaved while Speck 
and Kennell (1980) and Condon (1987) advocate giving parents detailed information 
about the loss. Adequate support for the mother has also been seen to be useful 
(Condon, 1987). Funerals are seen as helpful for the grieving process (Lewis and 
Page, 1978^); recovery time for the mother in hospital should not mean that she is 
placed on the maternity ward (Robinson et a l, 1999); and surveillance of bereaved 
parents has been recommended by Speck and Kennell (1980) in order to look for
 ^Other examples are Condon (1987); Helmrath and Steinitz (1978); Speck and Kennell (1980); 
Phipps (1981); and Robinson et a l  (1999).
’ See too, Speck and Kennell (1980); Phipps (1981); DeFrain et al. (1986); Condon (1987); and 
Taner-Leff(1987).
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signs of pathological grief (Speck and Kennell, 1980). As Armstrong (1995) has 
argued that ‘surveillance medicine’ positions individuals as being always on the 
verge of becoming ill, it seems that, in the eyes of some psychologists, bereaved 
parents might always be on the point of pathological grief. Indeed, McCreight (2007) 
has suggested that women particularly are at risk of such medicalization. Smith and 
Borgers (1988-9) argue that health care staff, too, should give parents a sense of 
community support, raise awareness among the public about the significance of 
perinatal loss, aid communication channels in the family, acknowledge the tragedy 
and be sensitive to gendered variations in grieving.
One of the most controversial recommendations is whether parents should see 
the baby. Up until the 1970s, what would normally happen in the case of a stillbirth 
was often termed a ‘rugger pass’: when a baby was bom dead it was rapidly passed 
from one member of the hospital staff to another so that the parents would not have 
to see it (Jolly, 1976^). It would then be suggested to the parents to go home and try 
again (Kohner and Henley, 2001). As parents did not have a chance to see or hold 
the baby, Lewis (1976) claimed that stillbirth was not a ‘tangible’ loss for the parents. 
In the raising of objections to this practice, Lewis (1976), a psychiatrist who based 
his argument on his own clinical experience with bereaved parents, recommended 
that parents see and hold their baby in order to facilitate the mourning process and 
thus avoid adverse mental health outcomes. This was a suggestion based on 
psychoanalytical theories that consider mourning to be ‘grief work’: for that ‘work’ 
to take place successfully there needed to be an ‘object’ for the parents to mourn in 
order for the conscious and the unconscious to work in tandem to reach “...an 
understanding of the memories, thoughts and feelings about the dead person” (Lewis, 
1979: 3030). Ties to the dead person could then be severed. More recent work on 
bereavement has challenged the view that the severing of ties with the deceased is 
healthy; indeed, it clearly does not accord with the experience of many bereaved 
individuals who have retained links with their deceased relatives and friends (Klass 
et al, 1996; Walter, 1999). Lewis’s (1979) theory, however, in its application to 
stillbirth, is that as there are no memories as such of the stillborn, then there is a need 
to create them after loss in order to avoid potential psychological problems.
See also Davidson (1977); Cohen et al. (1978); Helmrath and Steinitz (1978); and Phipps (1981).
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In accordance with this recommendation, hospital policy changed over the 
1980s and 1990s to reduce the likelihood of potential mental health problems (Estok 
and Lehman, 1983) and it is now considered good practice for parents to see their 
stillborn baby (Kohner, 1993). The most recent guidelines published by Sands 
(Schott er al, 2007) reinforce this ideal but suggest that it should not necessarily be 
considered to be routine practice but that each situation is assessed on its own merits. 
Even in cases where babies are severely macerated or malformed, it is recommended 
that parents should see the child, although malformations should be hidden with the 
discreet use of a blanket (Speck and Kennell, 1980). A positive to seeing the baby 
would be that it would help mothers “.. .affirm that they have been pregnant” (Cohen 
et a l, 1978: 730). This rather ignores the embodied experience of mothers following 
a stillbirth which is similar to mothers of a live child: they still bleed, milk is still 
produced and there may be excess weight to lose.
Although widely accepted over the past few years, the recommendation to see 
and possibly hold the baby has proved controversial recently. In 2002, Hughes et al, 
psychologists working at St George’s Hospital, London, argued that their study of 65 
women who had had a stillbirth demonstrated that viewing the baby could increase 
the risk of the mother suffering from post-traumatic stress disorder (PTSD). The 
women in their research who had seen and held their baby were more at risk of 
PTSD than those who had merely seen the baby. In turn, this latter group had a 
poorer mental health outcome than those who had not seen the baby at all (Turton et 
al, 2001). Reynolds (2005), too, believes that the practice of viewing the baby 
might be iatrogenic. Within the St George’s study, Turton et al (2001) have argued 
that the protocol that staff should encourage the mother to see the baby is for the 
staffs protection rather than the parents’ well-being. In order to be seen to be 
fulfilling their role properly staff, they argue, apply too much pressure to parents to 
have contact. In making this claim, Hughes and Turton came under personal attack 
receiving hate mail that accused them of endangering twenty years of activism that 
had been aimed at improving parental experience of pregnancy loss (personal 
communication, Turton, 2005). If nothing else, this demonstrates the emotive nature 
of stillbirth and neonatal death. Moreover, when I attended a symposium held in 
2006 by the British Sociological Reproduction Study Group at Milton Keynes which 
brought together health professionals, representatives of support groups and
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academic researchers to specifically consider pregnancy loss, the debate over the 
practice rapidly became heated.
In a counter to the above study and drawing on interviews with twelve 
bereaved mothers, Trulsson and Radestad (2004) suggested that the trauma identified 
by Hughes et al (2002) might not have been the outcome of seeing the baby but due 
to the mismanagement of the care of parents during the time between the diagnosis 
of the death and the birth of the stillborn baby. As noted earlier, parents do 
experience difficulties in hospital and with staff (Davis et al, 1988). Noting that the 
risk to long-term psychological well-being increased the longer the baby remained in 
the womb before delivery, Trulsson and Radestad (2004) suggested that the state of 
carrying a dead baby was a trauma in itself or, at the very least that “...longer 
duration [between diagnosis of death and birth] increases the probability that events 
evoking a psychological trauma occur” (Trulsson and Radestad, 2004: 193). The 
most recent guidelines published with regard to ante-natal and post-natal mental 
health state that “[m]others whose infants are stillborn or die soon after birth should 
not be routinely encouraged to see and hold the dead infant” (National Institute for 
Health and Clinical Excellence [NICE], 2007:14). Henley and Schott (2008) have 
raised concerns that this tempering of former recommendations to encourage contact 
have gone too far in the opposite direction and are now discouraging informed choice.
If memories of the stillborn are important in order to aid grieving, then there 
is other proof of the stillborn that parents may call on to evoke such ‘memories’. 
Hospital practices now include giving parents a memory box containing the baby’s 
wristband, copies of the baby’s footprints, locks of hair and a photo of the baby 
(Kohner, 1995) and, through the use of these. Van and Meleis (2003) argue that there 
are tangible memories and mementos for the parents if not for other members of their 
social circle. Layne (1992) also states that, while women’s experiences may be 
discounted, parents are able to utilize the technologies of science in order to prove 
that there was a pregnancy in the face of society’s reluctance to accept the loss: 
artefacts may include the ultrasound scan photo. Whether it is socially acceptable for 
parents to show these mementos to friends and family is another matter.
A further aspect of research carried out by psychologists has been how 
stillbirth has affected parental relationships. This research has drawn conflicting
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conclusions: Rosenblatt and Bums (1986) have argued that any marital difficulties 
that occur are transitory and that for most parents
... the perinatal loss experience led them to feel closer to the spouse and 
more, loving, with improved marital communication and a stronger 
marital relationship, (p. 248^)
Boyle (1997) did find slightly higher rates of separation for bereaved couples when 
compared with the non-bereaved, the parents most at risk being the unmarried (see 
also, DeFrain et al, 1986; Lewis, 1979). Again, various reasons have been put 
forward for this phenomenon and they have included the aforementioned incongment 
grieving (Boyle, 1997). Yet it seems that many couples have suffered from such 
differences in grief yet not all separated, thus, Mekosh-Rosenbaum and Lasker (1995) 
have argued that factors other than the loss are often to blame for marital strain and 
that the experience of bereavement may serve to make existing problems worse 
(Borg and Lasker, 1982). Phipps (1981) has also noted that sex can be a problematic 
area for couples, too, especially as sexual desire is sometimes heightened during 
grief :
.. .parents may be reluctant or guilty to enjoy each others’ closeness. It is 
a symbolic gesture, a continuous reminder of the act which led to their 
child’s death and their present pain. If producing a dead baby is dirty, 
the sexual act becomes dirty as well. (p. 5)
Estok and Lehman (1983) go a step further, recommending that “...caregivers must 
consistently include questions regarding sexual communication between the couple” 
Cp.24i
It seems that couples who had greater marital satisfaction at the time of loss, 
had lower grief scores in the early stages (Lasker and Toedter, 1991) which supports 
the earlier claim that it is other factors that affect separation rates. Wilson et al 
(1985) found that women whose husbands had been helpful following bereavement 
were less depressed: “...[I]f the father had minimal depressive symptoms the wife 
found her husband helpful and was better able to talk to him about her feelings” (p. 
1236). Incongment grieving, if it exists, might then be of positive benefit to the 
mother although, as Wilson et al (1985) pointed out, deleterious to the father.
There has also been a debate in the literature as to the advice parents are 
given on how soon they should consider having another child. Original advice was 
to have another baby as quickly as possible but Davis et a l, (1988) identified several
 ^Giles, 1970; Wilson et a l ,  1985; Boyle, 1997; Forrest et a l ,  1982).
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strands in the literature that took issue with this suggestion. Notably, it is often
claimed that the mother’s mental health might adversely affect the subsequent child.
Speck and Kennell (1980) stated that it was
.. .difficult to take on a new baby at the same time one is giving up the 
baby who has died. These two processes are moving in opposite 
directions and are extremely difficult to accomplish simultaneously, (p. 
62)
This leaves such children at risk of later psychological trouble which might include:
[a] confused identity, gender uncertainty, and sexual differences, 
disturbances of emotion and achievement; and, sometimes, a lifelong 
sense of nameless guilt as if living in someone else’s shoes, (p. 62)
Another consideration might be that the child bom after the stillbirth might be at risk
of falling prey to ‘vulnerable child syndrome’ which claims that too soon a birth will
mean that the subsequent child will be smothered by over-attachment by a mother
who is too protective. While Davis et al (1988) argue that these are normal maternal
feelings following perinatal death the absence of the father from this literature is
notable. Moreover this conjecture has not been borne out: Theut et al (1992) found
no differentiated attitudes between bereaved parents and those who had not been
bereaved and Phipps (1985-86) has claimed not to have identified anything near the
level of pathology in ‘vulnerable child syndrome’ among bereaved parents.
In the event, research on women has suggested that they are not always likely 
to try for another baby immediately following the loss. Of the women interviewed 
by Davis et al (1988) who had been advised to wait, however, more than half felt 
they had been given the wrong advice and believed that the doctor had not respected 
“...each mother’s ability to make her own decision, based on her own needs” (p. 
484). In the same piece of research, those women who had not been given advice 
about trying again felt that their doctor had given them a sense of control over their 
lives and had boosted their self-esteem.
This section has considered the existing work on grief and pregnancy loss, a 
body of work that has consisted mainly of psychological perspectives and has been 
concerned to document what is considered to be the healthy course of grieving. 
However, in attempting to document the grief experiences of men and women, the 
emphasis is on essentialized notions of grief that are reliant on Enlightenment ideas 
of the unemotional male and emotional female. There has been little consideration 
of differences between groups of men and women despite the fact that there is some
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understanding that different social groups might be at a greater risk of difficulties 
following a perinatal loss than are others. With a raft of recommendations made to 
health professionals on how perinatal loss should be dealt with and what parents 
should be led to expect, the literature can be seen as potentially constitutive of grief 
as well as reflective of it. There has also been a tendency for the mother’s grief to be 
pathologized in a way that it has not been for men and the assumption that this 
pathology might also affect the healthy psychological development of a subsequent 
child.
Medical experiences
The medicalization of pregnancy throughout the twentieth century means that the
place of birth has moved from the home to the hospital and that ante-natal care is
now a routine part of the transition to motherhood (Oakley, 1986). Arguably it has
been this amount of care and expectation that has made perinatal loss harder to
accept than it possibly was one hundred years ago (Borg and Lasker, 1982). As there
has been a move from home confinement to hospital birth the need for health
professionals to be well trained with regard to loss is clear, as it is:
... through their reactions and the quality of care they provide to control 
the enormous difference between a tragedy that is bearable and one made 
worse by insensitivity, error or inattention to need. (Borg and Lasker, 
1982:124)
Despite there being calls for better care of the mother since the early 1970s, 
especially in cases where it was known that the baby had died before labour (Seitz 
and Warrick, 1974), a lack of support for parents has been identified in the literature. 
Culberg (1971) recognised the importance of well-managed care when he 
commented that memories of difficult experiences stayed with mothers for up to two 
years after their stillbirth. His participants claimed that they could recall doctors’ 
demeanour and speech and that these “...were often given hidden meanings, far 
beyond that which the doctors possibly could have imagined” (Culberg, 1971: 328); 
moreover, instances of accusatory or aggressive behaviour by staff were recounted 
too. Earlier in the chapter it was noted that Hughes et al (1999; 2002) have linked 
seeing the stillborn baby to PTSD as well as other adverse mental health conditions, 
therefore, Culberg’s (1971) research that was carried out in a climate of care where
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seeing the baby was not routine, suggests that there may be other factors that might 
contribute to adverse mental health outcomes.
Further to this. Jolly (1976) inferred from a communication he received from 
the Department of Health that there was a governmental assumption that a stillborn 
baby had not lived; this was contradicted by his own experience as a doctor dealing 
with such parents: the mothers and fathers of stillboms he worked with considered 
that their child had lived. Jolly (1976), therefore, argued that institutionalized in the 
health service was a “...basic lack of understanding of the real needs of these 
bereaved families” (p. 835). Indeed, Lasker and Toedter (1994) have highlighted too 
how parents needed to have the loss validated by medical staff, and the baby to be 
seen as a social being. This type of research highlights how important the 
interpretation of an event is to those who are experiencing it whether it is the 
bereaved or those working with them.
Despite these calls, findings during the 1980s still pointed to hospital 
practices that were unsupportive of parental grief (Davis et a l, 1988). Such studies 
might refer to ‘cold’ doctors who classified cases as ‘interesting’ and used medical 
terminology unfamiliar to the lay person; and the medical labels that were attached to 
the loss might upset or offend parents. This might particularly refer to the 
description of a miscarriage as a ‘missed abortion’ (Peppers and Knapp, 1980^ ®) -  
particularly upsetting for the parent as the medical term ‘abortion’ refers to the 
ending of the pregnancy but, in popular imagination, ‘abortion’ suggests agency on 
the part of the mother. Estok and Lehman (1983) also highlighted three specific 
ways in which staff responded negatively to parents following pregnancy loss: first, 
by not mentioning the death; second, through ‘magical thinking’ manifested by 
statements such as ‘you can have another baby’; and, third by ‘...delaying 
acknowledgement of the death’ (p. 18).
However, since the 1980s, hospital care seems to have improved with higher 
levels of satisfaction being reported (Lasker and Toedter, 1994; Moulder, 1998; 
Paton et a l, 1999), although this is not universal to all parents (Saflund et al, 2004). 
While researchers such as Raj an and Oakley (1993) may object to the medicalization 
of grief, the greater the number of interventions by medical staff, the more satisfied
This has been highlighted too by Giles (1970); Estok and Lehman (1983); and Rosenblatt and Burns 
(1986).
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parents seem to be (Lasker and Toedter, 1994); where dissatisfaction was present, 
Paton et al (1999) found that it was almost always due to lack of emotional support 
from staff. Other reasons were a general dissatisfaction with information given to 
parents and how the bad news was imparted.
The perceived dissonance between staff and parents over the 
conceptualisation of the loss is but only one reason proposed for tensions between 
the health-care professionals and bereaved mothers and fathers. Other reasons are: 
the unexpected nature of perinatal loss and, due to its rarity, inexperience in dealing 
with it; its contradiction of the natural cycle of birth, life and death; and feelings of 
failure on behalf of health professionals contributing to poor management (Moulder, 
1998). Hai and Sullivan (1982) argue that the socialization of health-care workers 
desensitises them to the needs of bereaved mothers. More recently, however, care 
for the parents of babies who have died has been seen to be improving and the latest 
Sands guidelines for health professionals was produced in order for the guidelines to 
‘catch-up’ with hospital policy (personal communication, Schott, 2005).
This section has considered how health professionals’ attitudes and 
behaviours following stillbirth have the potential to influence parents’ experience in 
both positive and negative ways. While parental experiences in hospital appear to 
have improved over the last decade, care for the bereaved is not always satisfactory. 
This may, in part, be due to differences in how the loss is conceptualised by hospital 
staff and the bereaved parents. The time parents spend in hospital, though, is finite: 
at some point parents have to return to their former lives and this is an area of 
research that is considered in the following section.
The ‘conspiracy of silence’ and social support
A ‘conspiracy of silence’ is a recurring theme in the literature that encompasses 
pregnancy loss (Helmrath and Steinitz, 1978; Raj an and Oakley, 1993^ )^. ‘Silence’ 
refers to the claim that persons in the parents’ social networks are either unwilling or 
unable to talk about the loss, a phenomenon that might hinder the resolution of grief 
(Peppers and Knapp, 1980; Lewis, 1976; Condon, 1987). Davidson (1977), for 
example, found bereaved mothers saying that people who were close to them would
" Also, Borg and Lasker (1982); Kirkley-Best and Kellner (1982); Stringham et a l  (1982); Leppert 
and Pahlka (1984); and DeFrain et a l  (1986).
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rather pretend that nothing had happened than refer to the stillbirth. While much of 
this research took place between 20 and 30 years ago, a cursory review of more 
recent literature suggests that this phenomenon remains relevant.
Indeed, Layne (1997), in an extensive study of pregnancy loss support groups
in the United States, has argued that Foucault’s triple edict of modem Puritanism -
‘taboo, non-existence, and silence’ is applicable to pregnancy loss. This has been
explained in several ways: Layne (1997) and Cecil (1996) blame an absence of
‘cultural scripts’ around pregnancy loss: there are no words that individuals can call
on to sympathise with parents nor specific greeting cards to buy; Hai and Sullivan
(1982) and Cote-Arsenault and Dombeck (2001) cite social ignorance rather than a
deliberate disregard for the feelings of the bereaved. Moreover, there appears to be a
general cultural conception that the stillborn is readily replaced (Raj an and Oakley,
1993), therefore, there is less to grieve over; the loss is unprejudicially seen to be less
than the loss of an older child or an adult (Helmrath and Steinitz, 1978; Graham et al,
1987; Smith and Borgers, 1988-9). As Nicholls (1989) explained,
... .there is often an erroneous assumption that because the relationship 
between a newly-bom infant and a parent is one that is expected to exist 
primarily in the future, that the bonds that are joined together throughout 
the pregnancy are thus negated or nonexistent, (p. 119)
Moreover, these bonds continue after the death of a baby. Layne (2000) has shown
how bereaved parents feel the need to retain material traces of the baby after its death.
The ultrasound scan picture is one example and as noted earlier, parents are given a
memory box by the hospital with evidence of the baby. A social identity for the baby,
then, may be “...claimed via material items and practices which promise or evoke
embodiment” (Hockey and Draper, 2005: 51).
Cecil (1996) believed that the silence surrounding pregnancy loss extends
into fiction and that the emphasis placed on any issue by society can be seen by how
prevalent it is in popular culture: pregnancy loss, she maintains, is ignored in fiction
and therefore, it is a loss that goes umecognized. Indeed, Malacrida (1999) has
argued, that such a lack of recognition has an impact on everyday interaction
Moreover, Malacrida (1999) argues that:
[PJregnancy loss is imbued with a particular moral tone. In modernity, 
women experience perinatal death despite modem medicine: the 
implication is that pregnancies end because of failings within the woman
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herself. This cultural conception of “blameworthiness” of the parents, 
thus, may impinge on gestures of support, (p. 517)
This statement accords with Armstrong’s (1986) assertion that the causes of
pregnancy loss became seen to be located within the pathology of the mother.
Malacrida (1999), while stressing that blameworthiness of parents is a possibility,
reasons that new technologies such as the ultrasound scan have meant that grief over
pregnancy loss is more appropriate for parents at earlier stages of gestation than it
has been in previous historical periods. Social institutions have not yet recognised
the emotional and psychological implications of this. These institutions, claims
Malacrida (1999), include the family, clergy and workplaces.
Research has found that bereaved parents perceive that there is a lack of 
support available for them to draw upon. Indeed, women’s accounts of loss, 
gathered from a larger study of social support in pregnancy by Raj an and Oakley 
(1993), would
.. .often contain passages in which their concern for the feelings of others 
takes precedence over their own emotional needs, (p. 83).
These authors claim that it is too great a burden for women, while suffering
themselves, to be expected to have concern for the emotions of other people.
Others have also called for practical support for parents that should
encompass childcare for existing children and help with household tasks. They
argued that if parents receive this support, their grief will be alleviated (Giles, 1970;
LaRoche et a l, 1984; Lasker and Toedter, 1991; Saflund et a l, 2004). But when it
comes to support from social institutions, Malacrida (1999) has noted that in Canada,
...extended families, insurance companies, physicians, and employers 
continue to deny support, medical investigations, death benefits and 
maternity leave...[t]hus, the language and practices surrounding perinatal 
death represent a contested terrain, (p. 506)
Indeed, it was in the absence of social support that Sands, formerly The 
Stillbirth Society, was founded in 1978 (Lovell, 1997; Allsopp et al, 2004). Its 
original aim was to support bereaved parents and this remains a current concern. The 
charity attempts to provide such support through its provision of a telephone helpline, 
organising a network of local support groups and, on the Internet providing a forum 
for bereaved parents. There is a befriender scheme, too, where bereaved parents are 
trained to give support to the newly bereaved. Local groups, as well as the head 
office, work with health professionals to inform practice and the charity promotes
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changes in practice, partially through the publication of guidelines for health 
professionals (Schott et al, 2007) as well as fiinding research into the causes of 
stillbirth and neonatal death (Sands, 2007; online).
This section has noted research that has claimed that bereaved parents lack 
support from the wider community following a pregnancy loss. This lack of support 
is potentially problematic for the parents whether it stems from their wider social 
circle unable to cope with the bereaved or in its refusal to validate the parents’ 
experience.
The meanings of pregnancy loss
There have been few studies that have sought to discover the personal meanings that 
parents attribute to pregnancy loss (McCreight, 2008) although Letherby (1993) had 
argued that parental understandings of loss -  specifically miscarriage -  were 
dependent on women’s perceptions of the event. In contrasting the sense-making 
processes of mothers who suffered perinatal loss, it seemed that Lovell’s (1983; 1997) 
participants who had had a miscarriage or stillbirth, were less likely to be able to 
make sense of it than those whose babies lived, albeit briefly. While many people 
claimed not to find any meaning or positives in their bereavement (Uren and Wastell, 
2002), Boyle (1997) noted that positives could be identified: her participants felt 
more empowered and enjoyed a heightened appreciation of friends and family. 
Parents welcomed the opportunity to redefine relationships in new and improved 
ways.
Taking a pragmatic view, some parents have been found to see their loss as 
necessary for the survival of the next child, in cases where that loss was followed 
swiftly by a successftil pregnancy (Rosenblatt and Bums, 1986), while some women 
who have lost their baby through miscarriage have considered the loss to be a form 
of ‘quality control’ by ‘Mother Nature’ (Jones, 1990), maybe because the child 
would otherwise have been ill or deformed in some way. In a wide-ranging study 
that has included attendance at pregnancy loss support groups, analysis of such 
groups’ newsletters and interviews, Layne (1997) found, in their search for meaning, 
US parents -  specifically those who were members of pregnancy loss support groups 
-  might turn to Judaeo-Christian theologies to explain their loss. Miscarried foetuses, 
stillboms and children who died neonatally were conceptualised by their parents to
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be angels needed by God, being cared for by God, waiting to reunite with their 
parents or to be looking over their parents.
Pregnancy loss, then, and the meanings attributed to it by parents may be seen 
to be informed by the context within which it occurs and the interpretation of the 
event by the parents. When the context involves the birth of a subsequent child, it 
might be seen that meanings are subject to change over a lengthy period of time as 
the context of the loss changes. Where at the time it might be viewed to be a 
personal tragedy, Rosenblatt and Bums’s (1986) research demonstrates that 
subsequent events may mean that parents have the agency to reinterpret the loss at a 
later point.
Sociology and pregnancy loss
In Chapter One it was noted that there have been few sociological studies that have 
considered pregnancy loss. While Oakley et al. (1990) and Letherby (1993) have 
considered miscarriage, parents bereaved by stillbirth are, sociologically, an under­
researched group. There has been some consideration of their experiences more 
recently, however. For example, the lack of social support received by parents has 
been highlighted by Raj an and Oakley’s (1993) study in the UK and Malacrida’s 
(1999) documentation of the Canadian experience of pregnancy loss. Already 
referred to as well in this chapter has been Peppers and Knapp’s (1980) study 
Motherhood and Mourning. While ostensibly sociologists. Peppers and Knapp 
(1980), however, drew heavily on psychological theories (Lovell, 1997) through their 
uncritical dependence on the notions of incongment bonding and incongment 
grieving. These were used to produce a model of husband and wife conflict that 
might follow the death of a baby. Peppers and Knapp (1980), however, did consider 
that there were societal expectations of male and female roles that impinged on grief. 
These meant that mothers were able to openly express their grief while fathers felt 
the need to suppress their sorrow. Grieving, therefore, was seen to be incongment 
and could lead to communication problems between the couple. There was little 
consideration that there may be other factors that impinge upon the experience of 
perinatal death, for example, socio-economic factors or ethnicity.
Such social locations, however, have been noted by Lovell (1983; 1997) to 
have some impact on the experience of loss. Lovell (1983) found that the
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explanations given by medical staff were dependent on social class differences as 
well as cultural ones. Those women who had less information were either from 
ethnic minorities or lower social classes. Lovell (1983) also considered maternal 
identity and perinatal loss. Interviewing both health professionals and bereaved 
mothers, she found that as health workers would conceptualise that earlier pregnancy 
losses were less traumatic than later losses, “[i]t followed that miscarriage and 
stillbirth were not viewed as proper bereavements” (p. 756). Lovell’s (1983) 
interviews with the mothers contradicted that view and again there is the support for 
the idea that health professionals and parents bring different understandings to 
pregnancy loss. Lovell (1983) also highlighted the ambiguity of the mother’s status 
in hospital with no baby to care for; it was unclear for bereaved mothers whether 
they were a patient or a mother. Hospitals, in trying to solve the problem of where to 
place a woman, often sent the woman home and such mothers reported a ‘sense of 
dismissal’ when this occurred. For those women who stayed on the ward, however, 
they had a sense that they were either an ‘embarrassment’ or were given the 
impression that they were ‘out of place’ in a maternity unit. The denial of the 
woman’s motherhood and that of the personhood of her child was at odds with the 
ante-natal care the mother had received and “...her pregnancy, labour and postnatal 
experience were negated” (Lovell, 1983: 760).
In an extensive study of perinatal loss in Northern Ireland, McCreight (2004; 
2007; 2008) interviewed both mothers and fathers who attended pregnancy-loss 
support groups. The interviews McCreight (2004) conducted stand as a challenge to 
existing psychological theories of gendered grief that have suggested that male grief 
is intellectual as the fathers interviewed in her study recounted high levels of emotion 
after their loss. It must be noted, however, that as her interviewees were drawn 
exclusively from pregnancy loss support groups, the fathers interviewed are likely to 
be atypical. Like the mothers in Lovell’s (1983) study, McCreight’s (2004) 
participants questioned their identity as father and in common with other research 
outlined earlier, they also emphasised the need to be strong for their partner and 
claimed that their experience had been marginalised by medical professionals as well 
as family and fnends. Support groups for the men she interviewed were viewed by 
them as a forum where their feelings could be related and emotions expressed 
without the loss of a masculine identity. Indeed, McCreight (2007) found that
31
women, too, found self-help groups to be forums where they could find support 
(McCreight, 2007).
While McCreight (2004; 2008) has considered both men’s and women’s 
experiences she has fallen short of making direct contrasts between men and women; 
however, like Lovell (1983; 1997) McCreight (2008) has argued that pregnancy loss 
needs to be understood in the context of women’s social and cultural environment. 
McCreight (2008) claims that there is a need for medical personnel to “....reconsider 
the status of the lost baby, and to accept that many women conceptualize their baby 
as an extension of their own being, a potential for lived life” (p. 15).
While sociology cannot be said to have ignored stillbirth entirely, there is 
space for more work on the experience of pregnancy loss. The differential 
experiences of men and women can stand greater comparison and there is a greater 
need for an understanding of the contextual nature of the loss. With a growing 
awareness of the ways in which parents conceptualise that life has begun before birth 
(Lewis, 1976; Lovell, 1983) and which suggests that the baby has already been given 
an identity, there is scope for a study that considers how the identity of the stillborn 
is maintained after death and how men and women might achieve this. With this in 
mind, it is likely that sociological theories of bereavement might enable a further 
understanding of pregnancy loss and the next section considers such theories.
The sociology of bereavement
As with pregnancy loss, previous academic research in the area of bereavement has 
tended to be colonised predominantly by psychology (Howarth, 2007). From 
Freud’s essay on ‘Mourning and Melancholia’ (Gay, 1989) onwards, psychologists 
have sought to prescribe a normal course to grief (Lofland, 1985) no matter who is 
affected by it. This is a prescription that has had a Western universalistic model of 
grief as its measure (Seale, 1998) and which has pathologized the grieving process 
(Valentine, 2006). This standard against which the bereaved have been measured 
has tended to be based on women’s experience of grieving (Hockey, 1997; Howarth, 
2007) and the received wisdom up until the 1990s was that in order to ‘recover’ from 
grief, one needed to ‘let go’ of the deceased and ‘move on’. With regard to stillbirth, 
this attitude was exemplified by the theory of Lewis (1976) outlined above. 
However, Small (2001) has noted how the experiences of those individuals who
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retain a bond with the dead have always been apparent. Rather than psychologists 
viewing them as challenges to existing theory, researchers have preferred to discard 
those experiences as they have not fitted their existing models. Indeed, the ‘severing 
ties’ perspective is one that has been subject to a major challenge over the last twenty 
years.
In Chapter One it was noted that sociology came relatively late to the field of 
dying, death and bereavement although (Durkheim, [1897] 1952) considered suicide: 
one of sociology’s first forays into the area of death (Walter, 2008). Since its interest 
in death became more marked, sociology has problematized the notion of death by 
making a distinction between social and biological death (Mulkay, 1993) and it is 
now a sub-discipline that is flourishing (Exley, 2004; Field et a l, 1997). Clark (1993) 
has claimed that sociology should be required to address this area, as death gives 
“...expression to the relationship between the individual and society and to public, 
private and gendered experiences” (p. 3). While there has been some attempt by 
sociologists to elaborate on these issues, there remains much ground to cover. 
Indeed, Owens et al (2008) have argued that there has still not “...been much 
interest in how significant others make sense of death and dying” (p. 238). As an 
exception, Handsley (2001), however, has provided an ethnographic account of how 
family members make sense of an unanticipated death. This is of particular interest 
as Handsley (2001) claims that a sense of self is “...facilitated and influenced on the 
dual basis of social interaction and multiple relationships, particularly within one’s 
family” (p. 10). Individuals are defined by the roles that they inhabit with regard to 
others. With regard to this study while roles have not been played with regard to a 
separate being, there are expectations attached to the differential roles to be played 
after the birth. Handsley (2001) also argues that unexpected death challenges 
people’s taken-for-granted assumptions about the world in which they live. Research 
into the experience of death and bereavement, he says can illuminate the basis upon 
which these assumptions are made. Both Handsley (2001) and Seale (1998) have 
applied Giddens’ (1991) concept of ontological security to the field of bereavement 
as they both argued that the “...death of a loved one [can be seen to be] ...linked to 
damage to a secure sense of self’ (Seale, 1998: 193). It is likely, then, that the study 
of stillbirth can highlight the assumptions parents make in expecting that their baby 
will be bom safely and, thus, be able to assume that life has begun before birth.
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The importance of relationships had already been acknowledged within 
sociology in an early attempt to make sense of grief. Here, the work of Lofland 
(1985), who has argued that grief is historically and socially situated, should be 
highlighted (see also, Dillenburger & Keenan, 2005). In her view there are four 
components to grief. The first component is the significance of the deceased person 
to the social network that he or she resided within: as Lofland (1985) argued:
[w]e are linked to others by the roles we play, by the help we receive, by 
the wider network of others made available to us, by die selves others 
create and sustain, by the comforting myths they allow us, by the reality 
they validate us, and by the futures they make possible, (p. 175, italics in 
original)
It is the futures that had been made possible by the unborn and their attendant 
loss that impact on parental grief as well as the roles that were to be played. 
Moreover, it is likely that the child had already been placed in a wider network of 
others that expanded beyond the parents.
Lofland’s (1985) second component of grief is the way in which the situation 
is defined philosophically, that is, the beliefs, symbols and values that are attached to 
death, and demographically — the frequency, and shape of death. For example, she 
points out that “[c]ontemporary parents, then, have every reason to expect that their 
children will bury them, not the reverse” (p. 178). With the perinatal mortality rate 
being greatly different to that of earlier eras (see Chapter One) which means that 
stillbirth is now a statistical rarity, contemporary parents have every reason to expect 
that their children will be bom safely. The experience of stillbirth is, thus, likely to 
have changed since the tum of the century. Moreover, a conceptualisation of what is 
lost in pregnancy has also been subject to change, with beliefs over the product of 
pregnancy and how this product might change over the gestational period being 
integral to understanding the parental experience of pregnancy loss.
Lofland’s (1985) third component is psychological in nature and stresses the 
importance of the character of the bereaved individual on the experience of loss. 
Finally, the fourth component takes into account the interactional setting within 
which the bereaved reside. In making her point, Lofland (1985) contrasts 
contemporary homes with those in a traditional society. The space within which 
individuals grieve now allows room for people to focus on loss as opposed to the 
overcrowding of houses which was symptomatic of earlier societies where ...it is
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difficult to see how the bereaved had the time, the space, or the privacy necessary for 
the incessant focusing on loss that now seems typical” (Lofland, 1985: 181). While 
the bereaved may now have more privacy at home, interactional settings in late 
modernity are different to those of a traditional society and other settings may be 
important in the experience of bereavement, including the workplace: a site where 
the bereaved may have little time, space or privacy to focus on their loss.
More recently, Walter (1999) has attempted to provide a wider-ranging 
analysis of bereavement, drawing on Durkheimian ([1897] 1952) ideas of integration 
and regulation as concepts with which to understand bereavement (Walter, 1999). 
Regulation in Walter’s (1999) thesis is the ‘policing’ of grief. This occurs, Walter
(1999) says, as “[o]ften the emotions of grief are raw, unexpected and frightening -  
both to the individual and to onlookers” (p. 122), therefore, grief needs to be 
controlled. This argument accords with Burkitt’s (1997) claim that the wrong 
emotion in a certain situation is open to censure. If the concern of social actors is to 
keep social life running smoothly then this policing of grief is understandable. 
According to Walter (1999), grief can be either under-regulated -  an anomic state 
where people do not have enough guidance in their grief -  or over-regulated where 
there is too much ritual -  as characterised, perhaps, by the heavy mourning of the 
Victorian era. Self-regulation is important too, he argued, as people will read about 
others’ bereavements and locate themselves in those terms; in the same way, perhaps, 
that psychological dimensions to ‘normal grief might regulate an individual’s 
behaviour. With regard to the policing of grief, Walter (1999) positions stillbirth as 
‘forbidden grief. This claim is almost immediately qualified as he notes that its 
‘forbidden’ nature is beginning to be challenged.
While Walter (1999) does consider gender, it is in the context of noting that 
women tend to grieve harder and for longer time periods than do men (the exception 
being widowhood). In the example of the loss of a (live) child, he argues that the 
greater investment of the woman into the child means that the loss is felt at a deeper 
level -  this includes an awareness of a greater biological connection; with 
“....miscarriage, abortion and loss of a young infant, it should not be surprising that 
mothers tend to grieve more than fathers” (1999: 174). While he links this to the 
biological, it leaves the reader to question what might happen in the case of an 
adopted child -  where the mother has not carried the child; would not Walter’s (1999)
35
argument mean that men and women would grieve in more similar ways as there 
would be no biological connection with either parent? He also ignores the social 
meanings attached to motherhood and fatherhood that may well have a bearing on 
the experience and the social role attached to them.
Integration in Walter’s (1999) work is not of the living individual with 
society but of how the deceased may be integrated into the lives of the bereaved on 
an ongoing basis, that is, how memories of them survive and people learn to ‘live 
with’ the dead. In British society, he argues, there is a tendency to under-integrate the 
dead. But under integration does not mean ‘not integrated’ and Walter (1999) 
isolates two ways in which the dead are included while making a distinction between 
‘private’ and ‘public’ ways to integrate the dead.
Walter’s (1999) conceptualisation o f ‘the private’ is highly individualistic and 
he argues that people continue to integrate the deceased by sensing their presence, 
talking to them, through prayer and through association with symbolic places and 
things. The public domain pertains to conversation with others who knew the 
deceased. This seems a simplistic way of distinguishing between the public and the 
private. Although there does need to be a line of demarcation at some point other 
conceptualisations of the public and the private have taken the home to refer to the 
private domain and the public to the wider social sphere including the workplace 
(Harding, 1998). Indeed, where people share the loss of the same person -  a couple 
losing a child for instance and where the loss may not be recognised as such by other 
people -  the home and the nuclear family may well be a better way of
conceptualising the private domain.
While Walter (1999) does allow that there are cultural rules that dictate how 
the dead may be talked o f - h e  cites ‘not speaking ill of them’ or not speaking of 
them at all for fear of upsetting the bereaved -  he also notes that there are also 
structural factors that serve to prevent the integration of the dead. The first is social 
fragmentation where the multiple identities that individuals inhabit mean that they 
have social networks that may not have met the individual who is being grieved for, 
therefore, talk is inhibited. Family fragmentation is the second factor which may 
result in the kin of the deceased being no longer able to be in contact due to divorce 
or family rifts. Third is longevity -  as people live longer, the chief mourners rarely 
live within the same household. The fourth is geographical mobility where long
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distances between family members mean that there is less face-to-face interaction 
which prevents talk of the dead. Moreover, although he does acknowledge that the 
under-integration of the dead has been challenged, there is little space for resistance 
in his thesis. While integration of the dead may be constrained by cultural rules and 
structural factors, might there not be other factors that contribute to such prevention? 
Moreover, are there ways in which such constraints might be challenged by the 
bereaved?
A final theme of Walter’s (1999) which is important here is biographical 
reconstruction. He argues that in the case of problematic deaths there is need for the 
bereaved to reconstruct the biography of the deceased to account for that person’s 
life and death. What, however, if there is no biography to reconstruct? Howarth
(2000) has pointed out how parents, bereaved through stillbirth, construct a 
biography for their stillborn. It seems that in trying to provide an over-arching 
analysis of bereavement in late modernity, while Walter (1999) might consider 
regulated grief and highlight types of grief that are regulated in different ways, there 
is a general conflation of loss in his argument. It is unlikely that all bereavements 
can be explained in the same way and, while men and women may grieve differently 
due to different attachments to the deceased, there might well be additional factors 
involved in securing these attachments than the biological alone. A conflation of 
different types of loss is problematic and it is not enough to outline different types of 
grief that a particular bereavement can be assigned to. He is not the only writer, 
however, to conflate different types of death. This is a pitfall that Riches and 
Dawson (1997) have also fallen into.
In focusing on a particular type of loss, parental bereavement. Riches and 
Dawson (1997) considered the experiences of individuals whose children died. As 
previous writers have encompassed varying forms of pregnancy loss into their 
research. Riches and Dawson (1997) have conflated losses that range from parents 
bereaved by miscarriage to those whose adult child died. As noted earlier, there is a 
need to take into account the social context of the death and it stands to reason that 
losing a stillborn is very different to losing an adult child: there are memories of one 
to share with a wider social network but not of the other. Riches and Dawson (1997) 
also attempt to move beyond a mere recourse to gender in order to explain parental 
identity reconstruction in the face of bereavement. This was in the light of evidence
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where men and women would occasionally exhibit coping styles that were associated 
with the other gender.
In doing this, they have proposed a conceptual framework that they argue can 
account for gender but also explain exceptions to gendered stereotypes. Like Walter 
(1999), Riches and Dawson (1997) draw on Durkheim ([1897] 1952) but here 
propose a grid/group typology: grid accords with the sentiments held by the bereaved, 
that is their awareness of the “...structures of social positions, behaviours, beliefs 
and values within which role-based identity may be objectively located” (p. 56); 
while group is based in affection and the “....individual’s ... subjective experience of 
identity as the product of relating with others” (p. 56). This, they argue has been 
useful in explaining grief by gender in traditional societies where there were clear 
expectations of roles for mothers and fathers. They argue too that this
... demonstrates why gender may be less useful as an explanation in 
modem ‘organic’ societies where gender, sexuality and sexual orientation 
are increasingly open to negotiation and where boundaries between 
men’s and women’s work are blurred. (Riches and Dawson, 1997: 56)
In arguing that as men and women’s roles have changed significantly, which
means that gender is less able to explain grief pattems. Riches and Dawson (1997)
propose, as an altemative, four identity orientations that are linked to social support:
‘isolation’ where there is a strong sentiment and weak affection -  identity here is
based in successful parenthood; ‘nomic repair’ that is characterised by strong
sentiments and strong affection -  the bereaved here see work as a diversion and other
aspects of identity are reaffirmed; ‘sub-cultural altemation’ where there are weak
sentiments and strong affection and is marked by membership of support groups -
[bjereaved parents generate altemative sentiments on the basis of shared 
loss and dislocation from mainstream living. The concems and priorities 
of everyday life seem trivial and insensitive, thus foregrounding a 
bereaved parent’s damaged identity rather than serving to repair it 
(Riches and Dawson, 1997: 59);
and ‘personal reconstmction’ -  weak sentiments and weak affection where there is a 
whole change of lifestyle and relationships.
This might be seen as potentially useful in explaining different types of 
identity following bereavement but the meanings associated with one type of death 
might be very different to another and, dependent on this, the circumstances of a 
particular death can be highly gendered. While Riches and Dawson (1997) are right
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to highlight the fluidity of identities in late-modernity, this should not necessarily be 
at the expense of gender. While they allow that problematic deaths are more likely to 
lead to isolation -  and they do highlight stillbirth here -  it is apparent that the identity 
of the deceased also needs to be taken into account.
Conclusion
This chapter has taken as its focus the existing literature on pregnancy loss, noting 
that, where grief and pregnancy loss has been examined, there has been a strong 
psychological bias. This work, however, has demonstrated that men and women 
have tendencies to grieve in different ways and for different lengths of time. 
However, where gender has been considered, there has been an over-reliance of 
Enlightenment conceptualisations of men and women as binary opposites. The 
scales and concepts used by psychologists have not been neutral tools and have failed 
to analyse the power relations between men and women or recognise that accepted 
behaviours for men and women are socially given. With women positioned in 
contemporary society as more likely to have primary responsibility for children, they 
are encouraged to have closer bonds with the expected child and, therefore, this will 
provoke a different response to loss than it might for men. Moreover, as the 
psychological literature on grief, producing as it does a raft of recommendations for 
health professionals which include educating parents on the grieving process, such 
literature has the capacity to be constitutive of grief not merely reflective of it. The 
overriding concern of previous research has been, however, a consideration of the 
mother’s experience rather than the father’s: as much of the research is psychological 
in nature, this brings with it the implicit intimation that mothers are at risk of 
psychological imbalance following pregnancy loss.
Also considered has been: the interaction between parents and medical 
professionals which, while mainly improving, has the potential to be problematic due 
to differing understandings of the loss; the social support available to parents and the 
claims to the silence that surround the subject of pregnancy loss; and the meanings 
that may be found in loss.
While the little sociological work that has taken place on pregnancy loss has 
emphasised the importance of taking into account the cultural and social location of 
the parents in understanding loss, this does not mean that it is fully able to explain
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the experience of stillbirth. There has been some work on the male experience of 
pregnancy loss but there has not been a study that directly contrasts the experience of 
mothers and fathers. Moreover, the pregnancy loss literature -  especially that which 
takes a sociological focus (Peppers and Knapp, 1980; Lovell, 1983; 1997; McCreight, 
2004; 2007; 2008) -  has tended to conflate the different forms of pregnancy loss into 
an all-encompassing category. This is despite the fact that the way they are 
experienced both biologically and socially has the potential to impact on the sufferer 
in differing ways. Existing sociological work on bereavement, while helpful, has 
also homogenised experiences of loss, resulting in the loss of the subtleties of 
circumstance surrounding death.
This is a gap that this thesis aims to breach as well as understand more 
closely the identity of the baby along with the problem of the identity of the mother 
and the father. While the identity of parents has been noted to be difficult (Lovell, 
1983; McCreight, 2004), there is little on why this might be so beyond recourse to 
the lost role and Enlightenment conceptions of gendered behaviours. Identity is 
relational, as Lofland (1985) allowed; the roles that an individual plays with respect 
to another are integral and Walter (1999) demonstrates that the identity of the 
deceased continues after loss. It is therefore vital that the identity of the unborn is 
considered when considering stillbirth. The next chapter, therefore, examines 
sociological theories on both gender and identity as there are specific discourses that 
surround motherhood and fatherhood as well as the identity of the unborn that have 
the potential to assist an understanding of parental experience of stillbirth.
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Chapter Three
Sociological perspectives on identity and 
gender
The preceding chapter provided an overview of existing research into pregnancy loss. 
It noted that this work has emerged primarily out of disciplines such as psychology 
and the medical professions. The prevalence of psychological perspectives suggests 
that the experience of stillbirth might ostensibly be located in the realm of personal 
experience; however, birth and death are experienced socially (Oakley, 1980). As 
stillbirth encompasses both the beginning of a life and its end, bringing the 
‘sociological imagination- to the event (Mills, 1959) is entirely possible. Indeed, 
birth is a point that is saturated with issues of identity (Jenkins, 1996); whether it be 
the identity of the child, the parents or of persons within the wider family, the 
occurrence of a stillbirth has the potential to problematize claims to particular 
identities as noted by Lovell (1983) with regard to mothers and McCreight (2004) 
when considering fathers. This chapter considers how the self has been theorised 
sociologically and, additionally, reviews sociological considerations of gender with 
attention paid to research literature on parenthood.
Theorising the self
A core debate within the field of identity has been around the interplay between 
structure and agency (O’Donnell, 2001) and to what extent individuals are 
autonomous actors or are constrained by social forces. Symbolic interactionists, for 
example, have emphasised the processual nature of the self that emerges out of social
41
interaction (Callero, 2003: 119), while poststructuralist theorists have argued that the 
self is ‘dead’; the concept of an ‘essential’ self is rejected, with the “...subject ... 
constituted through discourse” (Roseneil and Seymour, 1999: 4). As a theoretical 
interest in identity can be traced back to the eighteenth century (Cerulo, 1997), to 
chart the entire debate here would be neither appropriate nor possible. Drawing on 
the insights of the existing research into pregnancy loss outlined in the previous 
chapter, attention is limited to those areas of sociology that are of potentially use in 
this study.
The concept of a social role, that is, the “...typified response to a typified 
expectation” (Berger, 1963:112), has been drawn upon by theorists on both sides of 
the structure/agency debate. From a sociological perspective, structural functionalist 
perspectives have understood roles to be fixed and contributing to a stable social 
system while symbolic interactionists have considered how actors conceptualise, 
‘perform’ and negotiate their roles (Biddle, 1986). As the aim of this research is to 
consider parental experiences of stillbirth and the meanings that are attached to them, 
this section will consider symbolic interactionist perspectives on role theory.
The origins of symbolic interactionism can be located in American 
pragmatism, a philosophical tradition presupposing that social action both constitutes, 
and is constituted by the environment (Shalin, 1986). As such, the perspective 
challenged the prevailing ideas of behaviourism (Shalin, 1986) and the neglect by 
early theorists of the role of language and social communication in the formation of 
‘the self (Denzin, 1969). Symbolic interactionism premises that an individual’s 
understanding of the social world is obtained through the meanings that are attached 
to their environment and the phenomena they experience. Language is one way 
through which this is done and Howard (2000) notes the importance of talk in this 
respect. Meanings, however, are not static but are both created and changed through 
social interaction (Denzin, 1969; Fine, 1993; Howard, 2000). Social life, therefore, 
is fluid and amenable to change.
Interactionists who drew on role theory have not been without their detractors. 
Biddle (1986) has highlighted the main criticisms: roles are not often clearly defined; 
structural constraints tend to be underemphasised; and there is little discussion over 
how the insights of symbolic interactionism might be applied. Despite these 
critiques, this perspective has been popular when considering identity and “...the
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characters a person develops as an occupant of particular social positions” (Howard, 
2000: 371). However, while the interactionist perspective might underplay structure 
that is not to say it has been ignored entirely. Berger (1963) reasoned that 
individuals are subject to social control at every point in their life. Norms, he states, 
influence individuals, but they provide “...merely a set of imperatives within which 
the details of roles can be worked out” (Biddle, 1986: 71). Indeed, a strength of the 
perspective is that it allows for the self to be linked to society through a consideration 
of an individual’s roles; identities may be seen to be both subjective to the individual 
and objective (Billington et a l, 1998; Berger, 1963). Furthermore, the analysis 
techniques that tend to be deployed by researchers in this tradition may include 
approaches such as grounded theory (Strauss and Corbin, 1990) where the intention 
is to isolate macro-structures that impinge on individuals’ everyday experiences.
As roles were seen as being ‘played’ by conscious actors, this theoretical 
perspective takes as given the existence of an essential self that pre-exists those roles. 
However, this ‘self is ‘lodged’ within a process of interaction whereby “...humans 
translate crucial features of their own identity into the selves, and into the memories 
and imaginations of relevant others” (Denzin, 1969:923). Although no sharp 
distinction can be made between them, Denzin (1969) considers there to be two main 
levels of behaviour: routine behaviour which is unconscious action and which 
reproduces the social structure; the other level of action represents those behaviours 
that are “...actively constructed in a self-conscious and interpretive fashion” (Denzin, 
1969: 923) and have the potential to change the social world. The focus within 
symbolic interactionism is on how identity is ‘done’ (Howard, 2000) and it is 
conceptualised as a process (Hewitt, 1976). With this in mind, the practices outlined 
earlier where contact with the stillborn baby is encouraged, may be seen as not 
merely creating an ‘object’ for which to mourn but a way in which a baby is given a 
social identity (Howarth, 2000). As noted before, Lolland (1985) has pointed out 
that relationships between individuals are important when considering the roles 
played: the concomitant effect of bestowing a social identity on a baby must then be 
the conferral of a particular identity on its parent.
Although Howard (2000) argues that the second main approach in symbolic 
interactionism is that of the ‘presentation of the self and cites the work of Goffman 
(1959), Goffinan’s (1959; 1963) studies are not necessarily symbolic interactionist in
43
nature, although they may be more closely allied to that tradition than any other 
theoretical perspectives (Craib, 1998). Known for his ‘dramaturgical’ perspective, 
the self in Goffinan’s (1959) work is ‘presented’ during interaction rather than 
lodged within it; there is a greater sense of detachment for Goffman’s (1959) actor. 
Indeed, Denzin (1969) notes this as the main departure point between the two 
perspectives when considering identity. Goffman’s (1959) interest is in how social 
encounters are structured, the key factor here being the ‘definition of the situation’. 
In Chapter Two it was considered that applying the concept of the ‘definition of the 
situation’ to the phenomenon of pregnancy loss might be useful in explaining 
conflicts between medical staff and parents as there might be discord between 
conceptualisations of what has been lost. Like the symbolic interactionists, however, 
Goffinan (1959) allows for an essential self: the ‘individual as performer’ is the part 
of the self that is able to learn from experience, with this part of the individual being 
located in ‘psychobiologicaT processes. The ‘individual as character’ refers to the 
‘self that performs his or her role. It is
...a dramatic effect arising diffusely from a scene that is presented, and 
the characteristic issue, the crucial concern, is whether it will be credited 
ov discredited. (Goffinan, 1959: 245)
The potential of the self to be ‘discredited’ was of crucial importance to 
Goffinan’s (1963) later work: influential not only in sociology but other disciplines 
too (Link and Phelan, 2001), Stigma (1963) charts the relationship between an 
individual’s ‘virtual social identity’, that is, the expectations one might have of an 
individual, and their ‘actual social identity’. Where there is a disparity between the 
two, the individual’s actual identity may be ‘spoilt’ and an individual is "...reduced in 
our minds firom a whole and usual person to a tainted, discounted one" (Goffinan, 
1963:12). He suggests that there are three main types of stigma: the physical such as 
a disability or some other type of medical condition; those of character; and those of 
religion, race or nationality. Rather than resisting the stigma, there is a tendency for 
people to take on the values of the society that have stigmatised them and the stigma 
to become internalised. People may either be discredited as in the case where the 
stigma is visible, or are discreditable, where the stigmatising information might be 
hidden so that the stigmatised might be able to ‘pass’ as normal. Goffinan’s (1963) 
theory also extends to those who surround the stigmatized individual: the 
‘abnormality’ of the stigmatized confirms the normalness of others and for those
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related to the individual there is the possibility of a ‘courtesy stigma’ as they become 
stigmatised by virtue of the relationship, although not to the same degree. 
Additionally, Goffman (1963) notes two categories of ‘sympathetic others’ who are 
able to understand the plight of the stigmatised -  the ‘own’ and the ‘wise’. The 
‘wise’ are those who have an understanding of the stigma perhaps through their work 
with individuals who bear it, while the ‘own’ are those who share the stigma, who 
provide instruction in managing it and offer a "...code of lament" (Goffman, 1963: 
3TX
The concept of stigma is one that Goffinan (1963) already had applied to a 
reproductive arena where he referred to the infertile as possessing a stigma. Indeed, 
when researching pro-natalist societies writers have made extensive use of 
Goffman’s (1963) concept to explain the experience of infertility (Pfeffer, 1995; 
Reissman, 2000) especially in cultures where there is a ‘dominant reproductive 
ideology’, that is, the prevailing expectation that women would have children at 
some point during their lives (Busfield, 1974). Indeed, the rarity of stillbirth in our 
society (see Chapter One) means that the bereaved parent might confirm the 
‘normalness’ of the mother whose baby survives; moreover, the notions of ‘failure’ 
and ‘guilt’ that were referred to in the previous chapter, suggest that the experience 
of stillbirth might be potentially discrediting.
More recent work on identity has highlighted the individual’s capacity for 
reflection in an era that writers such as Giddens (1991) have termed ‘high modernity’. 
Like Goffman (1959) and the symbolic interactionists, Giddens (1991) conceives of 
the self as having an ‘essential’ core, although theorists such as Craib (1998) argue 
that this conceptualisation of the self is yet another ideology. Connecting an 
individual’s sense of self intimately with his theories of modernity, Giddens (1991) 
has argued that the self is not a passive entity, but that it is constructed through 
“...the sustaining of coherent, yet continuously revised, biographical narratives” (p. 
5): it is, therefore, a reflexive project. In an attempt to theorise a connection between 
structure and agency, and to explain the dynamics of change, Giddens (1991) makes 
a division between two competing forms of consciousness -  practical and discursive. 
The former relates to how an individual reproduces existing social structures, while 
the latter encompasses the capacity to change through reflection. This can be seen as 
resembling Denzin’s (1969) two levels of interaction; indeed, Roseneil and Seymour
45
(1999) see Giddens (1991) as implicitly drawing on the insights of symbolic 
interactionism.
Central to Giddens’ (1991) thesis is the concept of ‘ontological security’, 
which is an individual’s sense of well-being in the world, and is “...basic to a 
‘protective cocoon’ which stands guard over the self in its dealings with everyday 
reality” (p. 3). Again, the debt to symbolic interaction is clear as symbolic 
interactionists refer to the ‘world-taken-for-granted’, a “...system of apparently self- 
evident and self-validating assumptions about the world” (Berger, 1963: 136). 
Drawing on notions of trust and risk, Giddens (1991) suggests that actors plan their 
lives and prepare for future actions in terms of an existing biography but that these 
plans are continually open to revision and reconstruction in term of the individual’s 
objectives. Giddens (1991) notes, however, that transitions do not always run 
smoothly and the points at which these occur can be conceptualised as ‘fateful 
moments’ and “...are those which are particularly consequential for an individual or 
group” (p. 112). Often these moments involve a crisis of self-identity and Giddens 
(1991) argues that, in a post-traditionalist society, ‘expert systems’, such as medicine 
or psychology (rather than the formal rites de passage of a traditional society) may 
be called on in order to help the individual through such crises. From this he 
proposes that individuals lose the capacity to deal with personal and social crises -  
an argument reminiscent of Illich’s (1976) concept of ‘cultural iatrogenesis’. The 
fateful moment, therefore, is one which threatens the ‘ontological security’ of an 
individual “...because the ‘business as usual’ attitude that is so important to that 
cocoon is inevitably broken through” (Giddens, 1991: 114). There is a link here to 
Goffinan (1963), as it might be argued that it is at that very point at which a crisis 
occurs that a person’s self-identity has the potential to become ‘spoiled’. At the 
beginning of this chapter, it was noted that Jenkins (1996) has stated that birth is 
saturated with questions of identity. In the case of a live birth a change in identity 
might not necessarily constitute a crisis for those involved: those expecting to 
become parents to a live baby have a social role on display to a wider population and 
no concerns over identity of mother and father. In the case of stillbirth, a crisis of 
identity can be seen to affect parents -  as noted in Chapter Two, both Lovell (1983) 
and McCreight (2004) have noted that some parents are left confused over their 
identity. As there might be no living child that a parent may position themselves in
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relation to, it is of no surprise that this confusion occurs. The identity of the stillborn 
is thus an important consideration for a study of this nature.
The theories of identity presented above, however, rely on an embodiment 
that is separate from the mother. The prerequisites for social identity are present at 
conception, as Jenkins (1996) allows, but he has argued that it is only at birth that 
individuals become social. For an individual to have a social identity and play a 
particular role demanded of him or her, that individual needs to be the possessor of a 
body. Moreover, to be aware of a stigmatised identity, there is a need for 
consciousness. Giddens’ (1991) theory of ^ e/f-identity also has as its starting point 
the idea that not only is it necessary to have a body but that consciousness should be 
present too:
.. .to be a human being is to know, virtually all of the time, in terms of 
some description or another, both what one is doing and why one is 
doing it. (p. 35)
In Walter’s (1999) examination of bereavement, which was outlined in the 
previous chapter, he considered how the deceased are ‘lived with’; it is apparent that, 
when examining bereavement, there needs to be an understanding of the identity of 
the individual to be mourned and the relationship that individual has to the mourner 
(Lofland, 1985). In the case of stillbirth, any application of the theories of identity 
outlined above is of little use when applied to the expected baby. The stillborn is not 
embodied as a separate entity as demanded by Jenkins (1996), for example, and 
neither is the level of consciousness that Giddens (1991) requires for self-identity 
present. However, there is an existing body of work that has considered identity 
before birth. With technologies of medicine claimed to be blurring the lines between 
‘expecting’ and ‘having’ a baby (Katz Rothman, 1988), this chapter now considers 
how identity may begin to be constructed before birth.
Although early writers conceptualised an expected baby as a ‘fantasy 
product’ of the mother (Zeanah, 1989), and Lewis (1976) maintained that there was 
no ‘tangible’ person to mourn following a stillbirth (see also. Anonymous, 1977), 
this point of view can be problematic within.a society where there are increasing 
claims to ‘knowledge’ of a foetus at all stages of pregnancy. While it might be 
presumed by the lay person that a loss in pregnancy would constitute the loss of a 
baby, the reference to Armstrong’s (1986) work in Chapter One has already 
highlighted that an expected ‘baby’ is a socially constructed category: before 24
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weeks of gestation, it is a foetus. Hockey and Draper (2005) also note that the point 
where life begins is contingent upon political and historical contexts. As the legal 
and medical classification of when a baby’s life begins is at 24 weeks’ gestation, the 
medical definitions of what is lost do not necessarily accord with the parents’ 
conceptualisation of the pregnancy. It has already been noted that recourse to 
Goffinan’s (1959) ‘definition of a situation’ is a possible theoretical framework 
within which to view this conflict between staff and medical professionals. Also in 
the previous chapter, evidence was presented to suggest that a wider population do 
not validate pregnancy loss and, again, the use of Goffinan’s (1959) theory might be 
helpful.
Notwithstanding this, in contemporary society, with control over
reproduction -  whether it is the planning for a baby or the prevention of pregnancy -
claimed by Malacrida (1999) and Strathem (1996) to be de rigueur, women are able
to think in terms of a child rather than a foetus even before conception (Reinharz,
1987). Once conception has occurred and the parents are aware of it, a burgeoning
construction of identity may be initiated. Technologies of medicine such as
pregnancy testing kits that enable women to discover a pregnancy at home earlier
than ever before, have been argued to allow parents to forge a bond with the
expected baby from the very beginning of the gestational period (Layne, 1992). The
attendant behaviour of women once they are aware of the pregnancy may only add to
this identity construction:
[e]ach cup of coffee or glass of wine they [mothers] abstain from and 
each person they inform of the impending birth adds to the “realness” of 
the baby they are growing within. (Layne, 2000: 322, emphasis mine)
If the baby’s incipient identity becomes more real as time passes, then it is 
likely that so does the parental construction of their own identities of mother and 
father. As Katz Rothman (1989) has maintained, , “...by creating this foetus, this 
unborn child as a social being, we turn this woman into ‘its mother’ -  defining her in 
terms of the foetus” (p. 123), although the foetus is not yet someone-else, as 
separation is, for Katz Rothman (1989), a pre-requisite of identity. This is an idea 
that might not necessarily accord with parental views of the baby: in interviews with 
pregnant women, Schmied and Lupton (2001) have found that mothers-to-be often 
not only conceptualise their unborn baby as having its own identity but also as being 
an entity that is separate from themselves.
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A separate identity or not, previous research has considered individual
conceptualisations of the relationship between expectant mothers and babies and
focused on how bonds have been formed and attachments made (Nicholls, 1989). By
extension, the father is turned into a ‘father’ and a whole host of kith and kin into
grandparents, brothers, and sisters. As Katz Rothman (1989) observed:
[w]e have in every pregnant woman the living proof that individuals do 
not enter the world as autonomous, atomistic, isolated beings, but begin 
socially, begin connected, (p. 59)____
Bonding, then, presupposes identity construction. As noted above, though, 
sociological theories of identity rely on (separated) embodiment and, very often, 
consciousness. The application of consciousness to the unborn is difficult, if not 
impossible; furthermore, it is highly controversial. Cote-Arsenault and Dombeck
(2001), for example, have pointed to theories that suggest that the brain is the seat of 
personhood, but as it is unknown when the brain begins to develop, there is no 
possibility of making claims about a point during pregnancy when consciousness 
begins. Moreover, without language with which to conceptualise the reason for 
action undertaken, it is difficult to see how Giddens’ (1991) requirement of the 
conditions for self-identity can be applied to the unborn. It is not helpful, therefore, 
to consider the foetus as having a self-identity.
The nature of this discussion means that it may be linked to the controversies 
of the abortion debate in which the technologies of medicine -  which are, as Katz 
Rothman (1989) argues, once deployed, not neutral tools -  such as the ultrasound 
scan being put to use by those with a pro-Life, anti-abortion agenda (Lupton, 1994). 
Such activists have also used the language of rights to articulate “...our cultural 
notions regarding the distinctly human qualities of foetuses and thus, for grounding 
claims for their protection” (Shrage, 1994: 56). It is this very debate that Layne 
(1997) suggests is the reason why feminists have avoided the issue of pregnancy loss: 
an acknowledgement of foetal personhood would automatically give ground to pro- 
Life campaigners. Layne (1997) suggests that feminism might circumvent this 
problem by viewing the foetus as a cultural construction, variable across time and 
space, and recognise that each individual pregnancy has differing meanings attached 
to it by parents.
Indeed, both Duden (1993) and Moulder (1998) have suggested that ever- 
greater moves have been made towards creating the foetus as a social entity (see also
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Williams, 2005). Discourses around the ‘life’ of the baby in utero abound with 
conjecture about the capabilities of the unborn child: an early example of this is The 
Secret Life o f the Unborn Child (Vemey and Kelly, 1981). Medical opinion on 
whether the foetus can feel pain has changed over recent years: in the 1980s, 
anaesthesia of babies before a termination or other medical procedures was regarded 
as unnecessary; however, the Royal College of Obstetricians and Gynaecologists 
now recommend that a baby in the womb that is undergoing a procedure should be 
given pain relief (Williams, 2005).
Pivotal is the scan. With many parents apprised of the sex at this point, the 
identity of the child as son or daughter has its foundation laid and the foetus begins 
to become a ‘person’. Indeed, the word ‘engender’ relates to ‘bringing into being’ 
{OED, 1993), so the sexing of the baby before birth can be seen as key to further 
identity construction. Hockey and Draper (2005) observe that the ultrasound has the 
ability to bring a “...future identity into the present” (p. 49) and that the move from 
the embodied knowledge of pregnancy that resided within the mother to a visual 
knowledge aids claims to social identity-making for the father (Draper, 2002a; 
2002b). These claims that the scan is pivotal in identity-making may be overstated: 
before the ultrasound scan became routine. Jolly (1976) noted that parents would 
conceptualise their unborn child as having ‘lived’ before birth (Jolly, 1976).
The trend towards exploiting medical technology in order to help parents ‘get 
to know the foetus’ has recently advanced with commercial videos that offer parents 
images of a moving foetus in the United States now being offered in the UK (Rogers, 
2004)). They show the foetus’
...fingers and toes, hair and muscles, facial features, and genitals and 
show it sucking its thumb and moving about. Some of the studios’ 
websites post testimonials from parents who say that they bonded with 
their forthcoming baby and recognised features such as the father’s nose. 
(Tanne, 2004: 853)
Pointedly, in a world where parents are shocked to discover that not all babies 
survive pregnancy and labour, practices such as this contribute to societal 
expectations that, after a certain point, a pregnancy will end in a live baby and, they 
reinforce the idea that ‘life’ has begun before birth. While the proprietors of such 
studios might argue, rightly, that the vast majority of pregnancies produce a live
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child, one might suggest that videos such as this lull parents into a false sense of 
security.
These DVDs represent technology which enable parents to create memories 
of a child in the face of death. This, Layne (1992) argued, has meant that science has 
replaced women’s experiential knowledge of pregnancy and loss. Also, the cultural 
denial of loss referred to in the previous chapter, Layne (1997) believes, is partly due 
to the fact that “...unlike a growing child or an adult who leave behind a trail of 
existence, an unborn child lacks the material traces of social life” (p. 300). While 
this might be true for earlier losses, for the parents of a stillborn baby there might not 
only be the ultrasound picture but also the material traces of the social life that the 
baby was to have: the preparations made for the expected child and the items bought 
in relation to it may stand as proof of the baby’s existence. While medical discourse 
might encourage parents to think in terms of a baby rather than a foetus, the cultural 
denial of pregnancy loss suggests that an unborn child has no status. This often 
means “that the death of a baby, especially a miscarriage or stillbirth, is not awarded 
the significance needed to legitimate mourning” (Rajan and Oakley, 1993:75). One 
possible reading could be that the personhood of the foetus might be conditional: 
should a baby be bom dead this personhood is withdrawn by the individuals that 
constitute the parents’ social circle. In opposition to this, parents, as shown by 
researchers who have reported that parents keep the memory of their unborn child 
alive long after the loss, retain this sense of personhood for their unborn child. It 
could also be concluded that those who deny a loss in the case of stillbirth, have 
given tacit acceptance/approval of the pro-choice stance in the abortion debate. This 
position rests on the claim that a baby is only a baby if it breathes (Luker, 1984).
It is not the place of this thesis to enter debates over abortion, but what can be 
seen is that the impact of discourses of foetal personhood on parents can only serve 
to reinforce the sense of what has been lost. It is the creation of a person within the 
womb with a social identity, who, even having never taken a breath might be seen to 
merit a ‘social death’. As Lofland (1985) has argued, the beliefs that are attached to 
death are important in the understanding of bereavement and it follows that the 
beliefs that are prevalent around the unborn child and its identity are integral to the 
issue of stillbirth. As noted in the previous chapter, Lofland (1985) claimed that 
“[w]e are linked to others ... by the futures they make possible” (p. 175, italics in
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original). If the cultural conceptions of the foetus as a person -  or having 
personhood -  are accepted by society then there needs to be an acceptance that a 
person has been lost through stillbirth. Indeed, drawing on the work of Layne, 
Hockey and Draper (2005) have argued that theories of identity which rely on 
embodiment are no longer adequate either empirically or theoretically at either end 
of the life course. Klass et al (1996) and Walter (1999) have also shown how social 
bonds continue to exist with the deceased. While the baby’s substance as a person 
may be open to dispute, the loss of the foetus brings with it the loss of hopes, dreams 
and plans made with the knowledge of impending parenthood (Boyle, 1997).
There are specific consequences for those who lose their first child: with the 
status of mother and father being conferred on people in relation to a child, the loss 
of a first baby can be seen to problematize parental identity. Indeed, as Lovell (1983) 
found when interviewing mothers whose pregnancy was lost:
[f]rom the moment it was discovered that the baby was lost, there was an 
abrupt cut-off in the identity construction processes... There was ... a 
rapid de-construction of her motherhood, (p. 760)
This section has considered existing theoretical conceptualisations of identity
and has examined interactionist theories of roles, Goffinan’s (1963) work on stigma
and Giddens’ (1991) work on self-identity. While these theories may have some
currency in understanding parental identities, the premises firom which they begin -
upon embodiment and consciousness -  mean that they are of little help in
understanding the identity of the stillborn. Hockey and Draper (2005) call for an
awareness of pre-birth identity (as well as post-death) in order to make sense of how
identities can be sustained in the absence of a body. While Hockey and Draper
(2005) acknowledge that in the case of stillbirth or following death social identity
“...might seem at best precarious, at worst implausible” (p. 41), they claim a need for
... a more expansive conceptualization of social identity which 
recognises its nature as a relational, inevitably incomplete social process. 
(Hockey and Draper, 2005: 54)
As one individual is understood with reference to others around them, this thesis
aims to understand the experience of mothers and fathers who lose a baby to stillbirth
and therefore there is a requirement that there is an understanding of the identity of
the child lost. As noted in the previous chapter, the experience of those men and
women who suffer a stillbirth differs between the sexes and an important aspect of
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that difference is that the relationship between the mother and the expected baby are 
conceptualised differently to those between the father and the baby. Drawing on 
Burkitt (1997), it was argued in Chapter Two that the basis of these differing 
connections might be social rather than biological in origin. This chapter now turns 
to a consideration of gender as a potential way of explaining gendered differences.
Gendered identities
Although cliched, the first question asked about a baby when it is bom (or after the
ultrasound) relates to what sex it is; the engendering of a child is critical to its social
experience. Before the 1960s, the study of gender was virtually non-existent in
sociology apart from the substantive area of the family (Whelehan and Pilcher, 2004)
but since its inception in the 1960s (Richards, 2006) the sociology of gender has
continued to be a core interest (Crow and Pope, 2008). Although Berger (1963) had
already noted that “...to be biologically male is a far cry from the specific socially
defined (and, of course, socially relative) role” (pp. 115-6), it was Oakley (1973)
who, utilising the work of the psychologist Robert Stoller, highlighted the distinction
between biological ‘sex’ and ‘gender’. As she pointed out, up until then, studies that
had scientifically tried to establish norms for masculine and feminine behaviour,
while they may have proved that
...everyday observations of sex differences are grounded in fact... [they 
said]... nothing at all about how much of the difference is due to biology 
and how much to culture. (Oakley, 1973: 50)
The distinction between sex and gender was important as it enabled feminism to
challenge the “....social differentiation, inequality and sometimes discrimination and
prejudice, [which were] based on perceived differences between the two sexes”
(Billington et a l, 1998: 27). Although the ‘naturalness’ of sex has been challenged
by poststmcturalists, with the claim made that gender ‘produces’ sex rather than the
other way round (Lloyd, 2007). This section will consider the ways in which gender
has been theorised from sex-roles to masculinities and femininities. It will then
examine work on motherhood and fatherhood.
From sex-roles to masculinities and femininities
In its emphasis on the family, it is of no surprise that sex-role theory, in ignoring 
power relations between the sexes (Carrigan et al, 1985), was dominant in sociology
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in the 1950s. This perspective, allied to the functionalist theory of Parsons (Messner,
1998), considered that men and women were socialized into their differing roles: the
male role being instrumental as a man provided for his family while women were
conceptualised as expressive and as nurturers (Mac an Ghail and Haywood, 2007).
Thus, as noted in the previous chapter, women were able to be positioned as the
primary caregivers of children. Socialisation was achieved through “...a process
whereby rules external to the self enter into it, largely in the form of implicit norms
and habits” (Coole, 1995: 128) with the family as the main agent of socialisation
(Heward, 1996). While not making its claims on a biological basis but on ‘structural
differentiation’ (Carrigan et a l, 1985), Parsonian fimctionalism took as its starting
point the view that differing sex roles were ‘natural’ and ‘complementary’, indeed,
necessary for the smooth functioning of society (Franklin, 1996; Billington et al,
1998). Not only were men and women seen as complementary but as opposites in
the division made between ‘rational’ man and ‘expressive’ women:
...true femininity require[s] intuitive sensitivity and emotional 
expressiveness, in contrast with true masculinity as predicated upon 
rationality and emotional control. (Hockey, 1997: 90)
This is reflected in the research referred to in the previous chapter where Raj an and
Oakley (1993) noted the concern women had for other people while themselves
suffering from a loss.
With the gendering of familial roles came the notion of different spheres for 
men and women: men had their place in the public sphere of work while women’s 
emotional skills were put to use in the home (Martin, 1992; Marchant, 2004). 
Previous writers have positioned this division historically in the nineteenth century 
with the development of industrialisation but with the caveat that the division was 
experienced in different ways for women of diverse classes (Harding, 1998; 
Chodorow, 1978); but more recently, the hard and fast division between the public 
and private spheres has been questioned. Westwood (1996) has noted that the link 
between masculinity and the wage seems to be being eroded with “...some men 
[being] more inclined to define interpersonal relations as the most important area of 
their lives, often citing the family” (p. 25); Barclay and Lupton (1999) argue that the 
division between the private and the public sphere has always been a false dichotomy 
because “...parenting and families are not separated from the outside world” (p. 
1019).
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In theorizing gender rather than sex masculinity and femininity have been 
argued to be the result of socialization rather than an expression of essential 
differences between men and women. Indeed, once feminism had disrupted the 
concept of sex, the notion of power relations came into play as feminists assumed 
“...that the female sex role was oppressive and that role internalization was a means 
of fixing girls and women in a subordinate position” (Connell, 1995: 23). However, 
an inevitable consequence of the Women’s Liberation Movement was that the 
questioning of what it was to be a woman concomitantly led men to question what it 
was to be a man (Hearn, 1987), although Connell (1995) has argued that it was 
actually Freud who first “.. .disrupted the apparently natural object ‘masculinity’, and 
made an enquiry into its composition both possible and, in a sense, necessary” (p. 8).
While Komarovsky (1992) wrote that role theory remains relevant by 
insisting that it is suitable for theorising at the meso-level, and therefore able to link 
the macro with the micro, it has not been without its critics. It is seen as being 
unable to account for change (Carrigan et ah, 1985); Paechter (2006) has noted its 
tendency to essentialize the differences between women and men and, thereby, 
falsely create “...a view of women and men as homogeneous groups” (Wharton, 
2005:39) and it is unable to account for pluralities of masculinity and femininity 
(Walby, 1991). Moreover, the male sex-role has also been attacked due to the 
constraining nature that it had on boys and men (Messner, 1998; Edwards, 2006) 
who were socialised into behaviours that were harmful to their sense of self and their 
emotions. For those men, especially those who were unable to live up to the 
demands of the hegemonic male role, such a theory, therefore, was unable to 
describe “... the concrete reality of people’s lives” (Carrigan et a l, 1985: 578).
In their highly influential article ‘Doing gender’. West and Zimmerman, 
(1987) claimed that the use of role theory ignored how gender was produced in 
interaction. Taking an ethnomethodological perspective, they argued that gender 
was an accomplishment:
...a situated doing, carried out in the virtual or real presence of others 
who are presumed to be oriented to its production. Rather than as a 
property of individuals, we conceive of gender as an emergent feature of 
social situations: both as an outcome of and a rationale for various social 
arrangements and as a means of legitimating one of the most fundamental 
divisions of society, (p. 126)
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The links here with the notion of an agentic, essential self are clear. Moreover, as 
with the symbolic interactionist project that has considered structure to impinge on 
social life, this perspective has the potential to understand how men and women 
reproduce their gender in everyday interaction drawing on dominant ideas but with 
the attendant possibility of being able to resist gender norms. This claim to 
‘performance’ of gender, however, has recently been taken up by poststructuralist 
writers and there has been a shift towards gender as performance, with sociological 
“... studies that emphasise variability, individual agency and the influence of local 
context” (Seale and Charteris-Black, 2008: 453).
Another recent trend has been the move to considering masculinities and
femininities as there is now an understanding that there are “...multiple rather than
singular expressions of gender” (Wharton, 2005:5) and that some forms of gender are
more valued than others (Connell, 1995). Such an understanding of ‘masculinities’
grew out of a critique of the first wave of men’s studies which privileged a
hegemonic version of masculinity (white, middle-class) and the sociology of gender
became more concerned with power relations between groups of men and, therefore,
‘dispossessed’ groups of men who were neither white nor middle-class (Whitehead,
2002; Edwards, 2006). The masculinities perspective recognised that:
... ways of being a man and cultural representations of/about men vary, 
both historically and culturally, between societies and between different 
groupings of men within any one study. (Whelehan and Pilcher, 2004: 
824)
Class, ethnicity and sexuality have all been ways in which other structural factors 
have been seen to mediate the experience of masculinity. Hearn (1996), however, 
has questioned the use of the concept either of masculinity or masculinities as, he 
argues, this results in attention being diverted from women with the result that the 
power relations between the genders has been marginalised.
However, as gender is relational, one can only understand ‘man’ in relation to 
‘woman’; an extension of the concept of ‘masculinities’ requires an understanding 
that there must be ‘femininities’, that is, multiple ways of being a woman. Indeed, 
as Cronin (2004) has noted, the single unitary category of ‘woman' is of limited use 
as "...the intersection of gender with specific social and cultural factors fractures the 
notion of a universal category of woman" (p. 13). If there is no single category of 
woman then there must be no one category of mother and, by extension, no unitary
56
category of bereaved mother or, indeed, bereaved father. As this thesis is concerned 
with that particular aspect of gender related to motherhood and fatherhood this 
chapter now turns to sociological theorizing around parenthood.
Parenthood
Utilising the theories of identity referred to above, it logically follows that if 
individuals only become social at birth (Jenkins, 1996), it is at that point when a first 
child is bom that parents may be able to consider themselves to be social parents. 
However, the concept of parenthood is not so straightforward; indeed, it is often 
broadly separated into two constituent parts -  the biological and the social. As such, 
biological parenthood is concerned with the genetic connection that a parent has with 
a child, while social parenting highlights the performance of the role of mother and 
father. Landsman (2000) has noted that, with regard to mothers, the occurrence of 
new reproductive technologies (NRTs) have enabled the term ‘mother’ to be split 
into three different constituents; genetic, biological and social.
Even before the advent of NRTs, stillbirth and miscarriage have always been 
ways in which the biological and social have been separable; it has always been 
possible to be a biological mother or father without being a social parent, or vice 
versa. Present within both types of parenting is a feature that unites them: the parent 
is understood in relation to the child. In the case of stillbirth, the biological aspect 
has been achieved while the application of the term ‘social parent’ may be 
problematic, although if the conceptualisation of the pre-birth child is of a social 
entity then in relation to this the parents are mother and father to it.
As noted in the introduction to the thesis, women are expected to control their 
reproduction but, for both men and women, parenthood can be seen to be a ‘project 
of the self (Lupton and Barclay, 1997). This section considers the literature on 
parenthood and, as it has been argued that women are more bound up in the identity 
of mother than men are in that of father (Oakley et a l, 1990), this section begins by 
looking at motherhood and then moves on to fatherhood.
Motherhood
As an identity, motherhood is not a neutral category, but is one that has held 
particular meanings and significance across cultures and over time. Claims have
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been made as to who should mother and how it should be accomplished. For
example, the concept of the ‘moral mother’ has a long history that stretches back to
the beginnings of capitalism (Chodorow, 1978; Westwood, 1996) and has carried
with it a weight of responsibility. The concern raised in the early twentieth century
about the health of the nation (see Chapter One) resulted in birth statistics being
collected for the first time and, increasingly, over the twentieth century,
... morality and mothering were subject to public scrutiny and 
increasingly the intervention of state agencies through the 1940s and into 
the post-Beveridge 1950s. (Westwood, 1996: 25)
This is a trend that has continued with ‘normal’ femininity being associated with
motherhood and reinforced by a right-wing ideology (Gillespie, 2000). May (2008)
sees ideas around motherhood as part of a “...powerful nuclear family ideology that
permeates all of society and is defined and delineated by strong social norms” (p.
471); for May (2008), the ‘moral mother’ ideology is still present, with its overriding
ethic being the care of children. Indeed, the differences between maternity and
paternity leave, both in length of leave and in entitlement to pay, institutionalise the
mother as the primary caregiver. Moreover, Meyers (2001) has argued that there are
specific cultural ideas about the ‘right time’ and context within which a woman
should become a mother. Similar to the ways in which a hegemonic masculinity is
privileged, Gillespie (2000) has argued that the ideal ‘mother’, by which other
women are measured, is hegemonic man’s ‘wife’, that is, the married, white,
heterosexual woman. These ideas, therefore, have the potential to stigmatise those
women who have children outside of that time and context. Indeed, it was noted in
Chapter One that there are statistics available that outline the risk factors for stillbirth.
Such statistics are able to inform such debates over who should be a mother. Brady
et aVs (2006) study concerning teenage miscarriage where health professionals and
four teenage mothers were interviewed is an apposite example: friends and family
conceptualised the event as a solution to the problem of pregnancy at too young an
age rather than seeing the miscarriage as a tragedy that had befallen the teenage
mother. Indeed, if motherhood is a way in which adult status (Bailey, 1999) can be
attained for women (Ulrich and Weatherall, 2000; Delamont, 2001; Bailey, 2001),
these women may have been seen as reaching it too early. Moreover, Gillespie
(2000) argues that women who do not conform to the ideal mothering type, whether
they are single, black, lesbian or disabled are less valorised.
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Such critiques of constructions of motherhood have highlighted the social 
expectations that are attached to it and the expectation that women will become 
mothers. Chodorow (1978), for example has argued that mothering is reproduced by 
society:
... major features of the social organisation of gender are transmitted in 
and through these personalities produced by the structure of the 
institution -  the family -  in which children become gendered members of 
society, (p. 31)
A popular notion has been the discourse of the ‘essentialized’ mother. Underpinned 
by medical discourses that have naturalised the maternal body (Harding, 1998), 
Ulrich and Weatherall (2000) argue that the construction of motherhood as women’s 
‘biological destiny’ has had the effect of denying women agency and limiting their 
choices. From an early age, the idea that motherhood is an integral part of women’s 
lives has been argued to play a significant part in cultural scripts for women (Ussher, 
2004). With this in mind, one can see how Reissman (2000) and Pfeffer (1995) were 
able to apply Goffman’s (1963) stigma to infertility.
Women, however, might not necessarily draw on biological reasons to justify 
their choice to have a baby but may also cite social ones. Ulrich and Weatherall 
(2000), in interviewing 19 women who were having problems with fertility, found 
that motherhood would be couched in terms of developing a relationship, social 
expectations (though these expectations might themselves be couched in biological 
imperatives) and active reproductive decision-making that might be based on age, 
financial stability and their relationship with their partner. However, the condition of 
motherhood itself
...tends to be represented as having an instinctive core. While women 
are also encouraged to seek out information about pregnancy, childbirth 
and parenting, motherhood is still commonly seen as more essentially a 
part of femininity, not a split firom womanhood as fatherhood may 
sometimes be split from manhood. (Lupton and Barclay, 1997: 147)
‘Maternal instincts’, they argue, mean that women have a bodily/emotional sense of 
a child’s needs that men lack.
In what can be seen to be a stark contradiction to claims of the ability of the 
‘maternal instinct’ which suggest that women have an innate awareness of how to 
parent, publications abound that provide instruction in mothering from before 
conception through to the teenage years. With regard to pregnancy there are specific
59
strictures on behaviour that are aimed to safeguard the foetus. Indeed, this is again 
counter to an instinctual motherhood:
[w]omen had to know, consciously, what the fetus needed, and what 
would harm the fetus. Women had to be taught how to nourish and how 
to protect their fetuses. (Katz Rothman, 1989: 92)
These recommendations enabled Ruddick (1980) to argue that mothers from
conception onwards have to develop “...a sense of ‘maternal competence’, a sense
that they are able to protect and foster the growth of their children” (p. 344). This
competence might even begin to be seen by mothers as an ‘art’ that is accomplished
through practices of the self including ante-natal classes, dietary regimes, and
changes in clothes and activity (Bailey, 1999).
A further consequence of such contemporary conceptualisations of the 
mothering role, Katz Rothman (1989) has argued, is that pregnant women may now 
be seen as producers. From this premise she reasons that women who do not do the 
right thing in pregnancy can be seen as ‘unskilled workers’ and that they are likely to 
produce shoddy goods. While almost two decades old, this argument still holds and 
has a deleterious effect on all women whose pregnancy outcome is less than 
satisfactory. Landsman (2000), for example, supports Katz Rothman’s (1988) claim: 
referring to her participants whose children were bom disabled. Landsman (2000) 
wrote:
[mothers] ... hold themselves or feel they are held accountable by others 
for the failure to produce a normal child despite their access to expert 
medical knowledge. Mothers of all classes represented in this study 
indicated that they were aware of experts’ advice about how best to 
ensure the birth of a healthy baby. The vast majority of mothers’ 
narratives include some statement of how the mother thought she had 
done everything right and therefore believed she should not have had a 
child with disabilities, (p. 173)
It is through this advice that women feel able to control their reproduction but,
moreover, it can be argued that in doing so, they are already doing social motherhood,
performing tasks with regard to another social being in order to ensure its healthy
birth. The discourses that demand health-promoting behaviour for both mother and
foetus can be seen to be potentially as problematic for the mother of the stillborn as
they were for those women who participated in Landsman’s (2000) research.
Moreover, if motherhood is seen to be ‘natural’, then this may have a specific impact
on a mother who loses her child before birth.
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Fatherhood
The experience of fatherhood has been less extensively explored than motherhood at 
all stages from pregnancy through childhood. Early sociology that considered the 
family had positioned the man as husband and provider: this ‘breadwinner’ model, 
emerged during the industrial revolution (Williams, 2008) at a similar time to that of 
the ‘moral mother’. The theorising that existed on the male experience at that time 
considered how men whose masculinity might be subordinated at work, would 
become an authoritarian figure in the home (Mac an Ghail and Haywood, 2007) or 
would focus on men’s maladaption to the role of father (Draper, 2002b; Barclay and 
Lupton, 1999).
Conceptualisations of fathers since the 1980s have moved on from the
Parsonian stereotype of ‘breadwinner’. In a similar way to motherhood being a way
to adult status for women (Bailey, 1999), fatherhood has been seen to be a way in
which men might attain adulthood (Lupton and Barclay, 1997; Owens, 1982) and
Westwood (1996) has suggested it is a major signifier of masculinity. The concepts
of the ‘new man’ and the ‘new father’ have since emerged and these ideas have
attempted to incorporate “...men within discourses of caring” (Macdonald, 1995).
Haywood and Mac an Ghaill (2003) have seen this incorporation of men in such
discourses to stand at a disjuncture with traditional Parsonian conceptualisations of
the father. Indeed, writing in the ‘masculinities’ tradition they argue that it needs to
be seen as a gendered interrelationship and argue that:
.. .through which diverse meanings of both paternal masculinities and 
manhood itself are mutually constructed and maintained [it is possible to] 
rethink the dominant modernist gendered dualism of male 
breadwinner/female homemaker. (Haywood and Mac an Ghail, 2003: 44)
While Whelehan (1995) has suggested that the ‘new father’ has “...largely exist[ed]
in the creative portfolios of advertising companies” (p. 190) Whitehead (2002) has
believes that the ‘new man’ does exist and cites evidence that demonstrates that men
are reflecting more on their familial roles and engaging in the practical tasks in the
home. Moreover, as already noted, Westwood (1996) has claimed that the link
between the wage and masculinity is not as strong as it used to be. These examples,
however, Whitehead (2002) argues, appear to be at odds with societal perceptions of
masculinity:
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[t]here is a commonly held view in many societies that men ‘cannot do’ 
relationships as effectively as women. That is, men are seen to lack the 
emotional tools, sympathy (self-) understanding, indeed maturity, 
necessary to enable a committed relationship upon equal terms with 
loved ones and friends, (p. 156)
Notwithstanding this, research on fathers and pregnancy has noted how men 
have been encouraged to take part in pregnancy in a way that they had not been 
before (Draper, 2003), although the point at which fathers have identified themselves 
as a father during the pregnancy has been seen to vary (O’Leary and Thorwick, 
2006). Barbour (1990) and Draper (2002a) have seen attendance at the ultrasound 
scan as important in men’s attempts to identify themselves as fathers. However, 
Draper considers the need that fathers may have for ‘visual knowledge’ to undermine 
women’s embodied knowledge of the pregnancy. Draper (2002b) has gone on to 
claim that, while men may want to engage with the reality of pregnancy, the distance 
they are from it physically makes this difficult; there is, then, a disjuncture between 
the discourse of involved fatherhood and the reality of pregnancy. In charting men’s 
attempts to experience pregnancy, she has coined the term ‘body-mediated’ moments: 
not only is it the scan through which fathers can begin to bond but also through the 
initial positive test result, telling people the news of the pregnancy, feeling the 
movement of the baby and being present at the birth.
With regard to bonding, men have tended to be seen as less connected to the 
child because it is women who carry and bear children (Walter, 1999), although 
paternal attempts to bond have been noted. These have included shopping for the 
baby and DIY activity which Richman (1982) saw as part of “... an armoury of 
strategies of incorporation in their attempts to forge a special relationship with the 
foetus” (p. 97). Richman’s (1982) choice of words is a metaphorical evocation of 
weaponry, as fashioned by a blacksmith in marshalled readiness for fatherhood; his 
pre-birth struggle to bond is something like a battle. However conceptualised, these 
acts are undertaken in relation to the unborn child and might be seen to be aspects of 
social parenting. However, the men in Lupton and Barclay’s (1997) study, seemed 
to have resigned themselves to bonding after birth, believing that they “...could 
develop an emotionally close relationship with their child from early infancy 
onwards, that they would ‘get to know’ the child” (p. 144).
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In common with research on masculinities that has considered the multiple 
ways in which men can be men, Lupton and Barclay (1997) extend this by arguing 
for a consideration of the plurality of ways in which men can be fathers. In charting 
the discourses their participants resorted to in order to describe their experience, 
aspects of the father role were conceptualised as a ‘job’, ‘protector’, ‘responsibility’ 
and ‘provider’, all of which accord with traditional ideals of fatherhood. However, 
aspects that might be related to the ‘new father’ discourse were also present, with 
their participants seeing fatherhood as a chance for ‘intimacy’ with a child, 
characterised by intense, revelatory feelings and how it is potentially transformative 
of the self. Interestingly their fathers saw it as ‘natural’ too, akin to the essentialized 
aspect of motherhood. However, this essentialized ‘nature’ was not seen by the 
fathers as embodied in the way it was for women.
The embodiment of pregnancy is such that any understanding of fatherhood is 
necessarily different to motherhood. Earlier, it was noted that ‘maternal competence’ 
could be present before birth, while paternal competence, can only be performed 
after birth. There are no recommended behaviours for men to follow or substances to 
avoid during pregnancy. However, if there is a plurality of discourses which fathers 
call on to describe fatherhood, how may bereaved fatherhood be conceptualised?
Conclusion
This chapter has considered sociological work on identity and gender. It has argued 
that theories of identity on roles, stigma (Goffman, 1963), as well as Giddens’ (1991) 
work on modernity and self-identity may be of some use in understanding stillbirth 
from the perspective of the parents. The understanding of the potential role that a 
parent expects after birth can site the impact of what happens in the case of stillbirth 
where that role is lost. As these roles are gendered -  mothers most often being the 
primary caregiver while fathers tend to be seen as the breadwinner -  there might be 
an attendant effect on the experience. Stigma theory (Goffman, 1963) may also 
potentially provide a framework with which to understand the experience of stillbirth 
especially in the light of the research reported on in the previous chapter that related 
the negative feelings mothers had following a loss. Giddens (1991) in stating that 
individuals actively plan their lives provides a possible further framework for 
understanding the experience: stillbirth is disruptive of those plans. Moreover,
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stillbirth occurs in a society where discourses abound regarding motherhood and 
fatherhood. These discourses are not neutral in their essentializing the experience for 
women in a way that they do not for men.
As the psychological theories that pertain to stillbirth outlined in Chapter 
Two have had a tendency to individualise the experience, viewing stillbirth through a 
sociological framework potentially improves knowledge of the phenomenon of 
stillbirth and produces a socially located account. Moreover, while existing theories 
are serviceable in comprehending parental experiences, there is another important 
identity to consider: that of the unborn. Sociological work that has considered how 
the unborn is conceptualised infers that the identity of the expected child is material 
to examining parental loss. However, the theories of identity that were presented 
rely on embodiment and, as work on bereavement considered in Chapter Two 
suggests that identities might well continue after death (Walter, 1999), the analysis of 
stillbirth initiates a ftiller understanding of how parents conceptualise the child before 
birth and what conditions allow parents to give their unborn child an identity. In 
preparation for an analysis of the interviews, the next chapter will outline the 
methods deployed to find answers to the sociological questions this thesis asks.
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Chapter Four
The most sensitive of subjects? 
Researching stillbirth
It was observed in Chapter Two that, as a result of its being mainly located within 
psychology, existing research on pregnancy loss has had a tendency to neglect its 
social elements. The focus of this thesis is on how men and women understand their 
experience of stillbirth and the meanings that are attached to the experience. Chapter 
Three noted the specific constructions attached to motherhood and fatherhood and to 
the unborn: these meanings are necessarily integral to the experience of stillbirth. 
The social experiences of men and women, the identity crisis a stillbirth might 
engender and how the identity of the stillborn is sustained in the absence of a body 
are all under scrutiny here. Moreover, acknowledging recent research in the 
sociology of gender that has stressed the importance of understanding that categories 
of male and female are not unitary, another interest of this thesis is in how men and 
women ‘do’ bereaved parenthood and whether this accords with existing 
conceptualisations of gender?
In the very sensitivity of subject that this thesis addresses, encompassing as it 
does the areas of sex, reproduction and death -  those very issues that Lee (1993) 
states western industrialised societies have traditionally seen as taboo -  meant that 
this study was never likely to be straightforward. A general reluctance on the part of 
parents to relate their experiences was anticipated and, where interviews took place, 
they were likely to be emotional experiences for all concerned. Much careful thought 
was therefore put into designing the research. A further hurdle to surmount was that
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the small population of interest was ‘hidden’ and access to participants might, 
therefore, be difficult. Compounding the challenge was this thesis’s interest in 
exploring the impact of gender because, as previous researchers have found, 
interviewing men around emotional experiences can prove to be difficult: indeed 
other researchers have found that there seems to be a generalised and relative 
disinclination among men to discuss their feelings (McKee and O’Brien, 1983) and 
pregnancy loss has proved no exception to this reticence (Puddifoot and Johnson, 
1997). In the light of these issues, this chapter will outline the methodological 
concerns that pertained to this research, beginning with a consideration of its 
epistemological and ontological stance.
Epistemological and ontological concerns
Strauss and Corbin (1990) and Gilham (2005) recommend that the research methods 
undertaken should be clearly linked to the aims of the project. With an interest in 
how the experience of stillbirth is interpreted by men and women and the “...belief 
that people create and maintain meaningful worlds” (Miller and Glassner, 1997: 102), 
in this case a commitment to a subjective sociology that seeks ‘interpretive 
understanding’ (Lazar, 1998) was required. Such a tradition may be traced back to 
Weber and his notion of verstehen which was continued in the 1920s and 1930s by 
Chicago School researchers who established the importance of qualitative research in 
sociology (Denzin and Lincoln, 1998). Qualitative research is usually contrasted 
with positivist research paradigms that state that the methods applied in the natural 
sciences should be applied when investigating human society (Seale, 1999). As an 
interpretive understanding aims to capture an individual’s self-understanding, 
intentionality and acting for reasons, it is the agent that is its prime focus (Giddens, 
1987). In line with the symbolic interactionist perspective outlined in the previous 
chapter, this research aimed, while retaining the focus on individual experience, to 
understand how societal structures, in this case, gender, impacted upon the 
experience of stillbirth. As Fine (1993) has argued, these structures “...can only be 
understood in the context of the circumstances in which these social realities are 
expressed” (p. 69).
Methods that have been deployed in this tradition have been the in-depth 
interview, narrative inquiry and participant observation, all of which have aided the
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exploration of an array of social phenomena including the understandings, 
experiences and imaginings of individuals and the significance that those meanings 
have for them and social processes (Burgess, 1984; Mason, 2002; Bryman, 1988; 
Lazar, 1998). Such research, therefore, is able to provide rich, nuanced and detailed 
data (Mason, 2002) that, as Burgess (1984) points out, researchers can get ‘close to’.
One aim here is the formulation of a theoretical framework which will enable 
a greater understanding of the experience of stillbirth. Qualitative research is able to 
provide an inductive analysis which not only can describe experiences but explain 
them too. As Phipps (1985-86) notes, such approaches are “...geared to defining 
rather than validating parameters, and generating rather than testing hypotheses” (p. 
246). In order to achieve this aim, this thesis draws on the accounts of their 
bereavement given by participants during in-depth interviews and analyses them 
using grounded theory (Strauss and Corbin, 1990).
In-depth interviews
Of the qualitative methods that are available, in this circumstance the most apt was 
the unstructured interview -  a ‘conversation with purposes’ (Burgess, 1984). As 
unstructured interviews “...give responsibility for determining the structure to the 
interviewee who has to ‘lead the way’ and ‘tell the story’” (Gilham, 2005: 45), they 
were a way in which the participants interviewed were able to focus on the most 
important (in their view) aspects of the experience. The proposed design was that 
couples who were bereaved would be interviewed jointly and then, at a later date, 
individual interviews with each partner would take place. The format of the 
interview was such that participants were first asked to relate their experience and 
following this an interview guide was used (see Appendix 1) in order to focus on the 
particular aspects of interest to this study. The use of open questions would enable 
men and women to elaborate on their experience from which differences between 
participants would be identifiable.
The interview itself can be understood as a social construct (McKee and 
O’Brien, 1983): events of interest are narrated from the interviewee’s perspective 
“...as a shared production with social scientists” (Manning and Cullum-Swan, 
1994:465) and that the accounts given represent a fracturing of the experience of 
interest (Miller and Glassner, 1997). While this particular understanding of the
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interview has enabled radical constructionists to argue that an interview can only 
produce data that represents the interview itself and not the actual experience; 
however, Miller and Glassner (1997) claim that the interview “...may provide access 
to meanings people attribute to their experiences and social worlds” (p. 100). Indeed, 
as Thompson (2004) points out, memories may well contain a good deal of reality. 
The interview, then, produces not ''...the narrative, but rather ... different possible 
narratives which are determined by situational factors, particularly by the interaction 
between narrator and listener” (Hyden, 1997: 52, emphasis in original). Responses 
depend not only on the particular questions that are asked and the way that they are 
framed but also on the characteristics of the interviewer as, indeed, social distance 
can mean that misunderstandings may occur (Miller and Glassner, 1997), while a 
shared identity can enable certain confidences to be shared, as Finch (1993) noted in 
her discussion of woman-to-woman interviewing.
The importance of the social characteristics of the interviewer and the 
relationship of the interviewer to the participant is the essence of the 
‘insider/outsider’ debate (Griffith, 1998). This concept, as outlined by Merton 
(1972), posits that particular groups only have access to particular knowledge, that is, 
‘monopolistic access’; while its weaker claim is that some groups may have 
‘privileged access’, to certain types of knowledge. In a wide-ranging critique of 
‘insiderism’ Merton (1972) argued that too strong a claim to it would inherently limit 
sociological research as the researcher could only attempt to understand the groups to 
which he or she belongs. Indeed, as Merton (1972) argued, such a perspective leads 
to the conclusion that, where groups of interest to the sociologist were members of it 
due to ascribed characteristics such as gender or ethnicity, the outsider would have a 
structurally imposed incapacity to gain “...access to the social and cultural truth” (p. 
15). The strong claimant to the use of ‘insiderism’ would then argue that only 
women should research women and men only research men, an idea that Letherby 
(1993) drew on when stating she would be uncomfortable with a man interviewing a 
woman about pregnancy loss.
While Finch (1993) has argued that the interviews she conducted ran far more 
smoothly once she revealed the shared identity she had with interviewees, the 
emphasis on the importance of ‘insiderism’ has been critiqued. Earle (2003), for 
example, considers that the importance of ‘sameness’ is incorrectly privileged in
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some areas of feminist research. Griffith (1998) points out, however, that while the 
interviewer and interviewee might share one identity, there will always be others that 
differ. In this piece of research, the aim was to interview both mothers and fathers 
and I as a researcher shared the identity of ‘bereaved parent’ with both the men and 
the women. Gender could reasonably be seen as a potential barrier to the imparting 
of information in individual interviews as men might not be willing to divulge too 
much about their experiences, especially if it involved criticism of their wives. With 
little sociological research on the paternal experience of stillbirth, to stake too strong 
a claim to the privilege of insiderism would result in this being a situation that would 
continue until a father bereaved by stillbirth might attempt to research the subject 
himself.
As noted in Chapter Two much previous research has been undertaken on 
stillbirth and this is not the first project to use qualitative methods to investigate 
parental experiences of stillbirth: Saflund et al. (2004), focused on bereaved parents’ 
views of caregivers and chose qualitative interviewing over quantitative research as 
the latter could not “...fully express the parents’ experiences and statements of 
bereavement” (p. 135). Studies of bereavement that have considered child loss 
across the life course have also applied qualitative methods (Riches and Dawson, 
2000).
Building on the claim made to a particular epistemological and ontological 
position, this section has identified that in-depth interviewing was the most 
appropriate for this study due to its overall fit with the research questions being 
asked and the underlying theoretical emphasis. Data that revealed parental 
experiences and the context within which the stillbirth occurred, albeit in an 
interview situation that might be seen itself to be a social construct, were argued to 
be the most useful way in which data could be collected in order to develop a 
theoretical fi-amework; while it might be a shared production, there is an underlying 
reality to the information imparted to the interviewer. The next section considers the 
three different proposed types of interview: the couple interview; the woman-to- 
woman interview; and the woman-to-man interview.
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Interviewing couples
A particular strength of couple interviews is the richness and sophistication of the 
data in which not only is information able to be corroborated by a partner but also 
memories can be jogged and fresh themes introduced; the interview becomes a 
production of three participants rather than merely two (Valentine, 1999). Allan 
(1980) has also argued that two accounts are obtained rather than just one: an 
efficient use of time.
While Valentine (1999) may have highlighted the strengths of couple 
interviewing, the interviewer needs to consider how to handle dissent between 
couples should it arise. Morris (2001), for example, has noted that joint interviews 
might expose tensions between partners and, as such, this can be ethically 
problematic if the sociologist becomes the tool through which dissentions are 
exposed (see also Valentine, 1999). Other researchers, such as Allan, (1980) have 
seen such dissent as advantageous and a means to facilitate probing in order to gain a 
fuller, more valid account -  also problematic ethically if the interviewer encourages 
further disagreement. A further disadvantage is that where joint interviews are 
undertaken, it might be that the ‘public story’ is given to the researcher (Seymour et 
al, 1995). Morris (2001) experienced this but, as he points out, in relation to his 
research on cancer sufferers and their carers,
...[the] public account offers us the chance to explore the aspects of the 
cancer event in which the patient and the main carer construct a joint 
approach to the problem within the parameters of their history, socially 
acceptable behaviour, and the presentation of selfiselves as morally 
competent actors, (p. 556)
While Allan (1980) claimed, too, that there is a greater need for cooperation 
and rapport in the joint interview, he has argued that not all relevant data is 
gatherable via a joint interview as some things cannot be discussed; for example, 
some partners might want ideally to talk about issues that concerned their partner but 
due to his or her presence are reticent. Certainly, Valentine (1999) considers that one 
of the advantages of interviewing partners in a couple separately might be freer 
discussion, but notes that this may bring anxiety for the couple: is their data, perhaps, 
being checked against the other’s answers in a sort of sociological version of the 
matrimonial gameshow 'Mr and Mrs ’? In this research this was a potential problem
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as follow-up interviews with each partner were planned, an issue to which this 
chapter now turns.
Interviewing women
Since Oakley (1981) debated the attributes of the in-depth interview, the literature on
women interviewing women has grown apace. In highlighting the exploitative
nature of the ‘male model’ of interviewing, Oakley (1981) made claims for a
technique where the data collection was ‘non-hierarchical’ and for the researcher to
“...invest his or her own personal identity in the relationship” (p. 41). The
interviewee needed to be aware that the interviewer was as much a tool of the
respondent as the alternative. In asking if there could be a feminist ethnography,
Stacey’s (1988) critique of Oakley (1981) argued that
...the appearance of greater respect for and equality with research 
subjects in the ethnographic approach masks a deeper, more dangerous 
form of exploitation... (p. 22)
than the masculinist methods that have been associated with positivist research.
Finch (1993), while in broad agreement with Oakley (1981), added that the in-depth
interview between women might still be exploitative, especially if such techniques
were adopted by interviewers who did not have the political commitment to
improving the situation of their respondents. While this study is not a feminist
investigation as such, it aspires to provide a springboard for further research on
stillbirth or perhaps be drawn upon to educate health professionals about the
experiences of stillbirth; non-hierarchical research techniques are not necessarily the
preserve of feminism.
Interviewing men
In her research on divorced fathers, Arendell (1997) noted that there had been little 
analytical attention to the process of women interviewing men. A rationale for 
performing an initial joint interview in this study first was to facilitate a subsequent 
separate interview with the bereaved father as the literature around men and 
pregnancy loss has suggested a reticence on men’s part to talk about their feelings 
(Puddifoot and Johnson, 1997). McKee and O’Brien (1983) have pointed to 
evidence that some women will talk of their partners’ ‘male inexpressiveness’ and a 
“...masculine tendency to shy away from ‘talk as therapy’” (p. 153). However, they
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also observed that some men in their research did suggest that “...cross-gender talk 
about pregnancy and parenthood was easier, more appropriate and less threatening” 
(p. 153) than other subjects, although these men still did not reveal as much to the 
researchers as their wives had. Indeed, Arendell (1997) claimed that in her research 
men “...disclosed their experiences and feelings to me in the depth and emotional 
detail which they did because I am a woman” (pp. 347-8): grateful for the chance to 
share their experiences with the interviewer, her participants excused their reticence 
in sharing their feelings with other men due to fear of criticism.
Practical problems in interviewing men have also been identified by Arendell
(1997), including their: tendency to take charge by giving her instructions on how to
use her own tape-recorder; challenging the process of the interview itself, including
the confidentiality agreement; counter-interviewing the researcher; and ‘placing’ the
interviewer in different ways during the interview by identifying her with their wife,
as an ‘honorary man’ and, at times, a potential date. Lee (1997) has also argued that
the vulnerability of women interviewing men should be central to debates on
woman-man interviewing as the
...very nature of a one-off interview means that the woman interviewer 
has no prior knowledge of her male informant against which she can 
judge whether or not to feel threatened or concerned by the prospect of 
interacting with him in a private setting, (p. 555)
However, this claim presupposes that men are an inherent threat to women and it
must be allowed that women are capable of aggressive acts as well.
This section has considered the choice of the in-depth interview as a research 
technique. While noting that the interview itself is a socially constructed shared 
production, it argues that as the aims of the study are to discover the meanings that 
participants attach to stillbirth then this is a thoroughly suitable method to achieve 
the aims of this project.
Ethical considerations
Ethics is important to any piece of research. As Stacey (1988) maintains, fieldwork 
“...represents an intrusion and intervention into a system of relationships that the 
researcher is far freer than the researched to leave” (p. 23). The introduction to this 
chapter noted that this project had specific ethical ramifications due to the sensitive' 
nature of the subject. The literature on pregnancy loss outlined in Chapter Two
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supports that assertion. I was asking couples to tell me about an intensely personal 
and emotional event which might have the potential to harm them, although as 
already noted previous researchers had found bereaved mothers, if not fathers, to be 
enthusiastic about taking part in such research (Culberg, 1971; Stringham et al, 1982; 
Raj an and Oakley, 1993; Riches and Dawson, 2000). This enthusiasm did not mean 
that issues of harm should not be considered, as the in-depth interview resembles a 
friendly conversation. Such a resemblance can obscure the primary goal which is to 
seek deep information on personal matters about the self, experiences and values and 
lead the interviewee into revealing too much information about themselves or their 
experiences (Johnson, 2002). While it was important that ethical guidelines, such as 
those produced by the British Sociological Association (2002), were adhered to and 
that permission was given by the NHS ethical committee and the University of 
Surrey’s (copies of favourable opinions may be found in Appendices 2 and 3 
respectively), it was imperative to be aware that the
...complexities of researching private lives and placing accounts in the 
public arena raise multiple ethical issues for the researcher that cannot be 
solved solely by the application of abstract rules, principles and 
guidelines. (Mauthner e/a/., 2002: 1-2)
Obtaining ethical consent from the NHS Central Office for Research Ethics 
Committees (COREC) was not without its problems. The first obstacle was whether 
a research site from where participants could be recruited should be found before an 
NHS ethical application was made. In what was a classic ‘chicken or egg’ situation 
that has the potential to stymie research even before it has begun, particularly for 
those researchers who operate outside the NHS, COREC advised me that it would be 
preferable to find an NHS research site before making an application. However, 
initial contacts with medical staff in several hospitals suggested that NHS ethical 
approval needed to be given before they would agree to be involved. For reasons of 
expediency, etiiical approval was then sought before finding a site(s) from where 
participants could be recruited.
Various ethical assurances were made with regard to the research project, all 
of which were adhered to: with regard to the process of interviewing, written 
informed consent was gained before the interview took place (for a copy of the 
consent form, see Appendix 4), but that this consent would also be negotiated 
throughout the interview; anonymity and confidentiality was assured too.
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Participants were informed of their right to withdraw from the interview at any time 
and an undertaking was also made to offer rest breaks to the participants if the 
interview became too emotional. Parents would also be given the telephone numbers 
of, and information regarding, support groups who specialised in supporting 
bereaved parents.
The main contention with the NHS ethics committee was whether or not I 
should divulge my being a bereaved parent. In my research proposal, I had noted 
that previous researchers had found that many people who had lost a baby found that 
it was those who had undergone a similar experience who offered them the best 
support (DeFrain et al, 1986). As an ‘insider’, that is, a bereaved parent, I proposed 
that I was ideally suited to interview such parents. The committee were not swayed 
by the recourse that I made to the insider/outsider debate outlined above. Using the 
rationale that as parents would likely be interested in my own experience of stillbirth 
and that repeated retelling may harm my own emotional well-being, I was instructed 
not to inform parents of my loss unless they specifically asked. Not only was my 
emotional well-being of interest to the committee but my physical safety too: as 
noted in Chapter One, there is the possibility that bereaved parents might express 
their anger physically and this, indeed, was raised by the NHS ethics committee. An 
undertaking was made that my mobile phone would be switched on in silent mode at 
all times and that my partner would know where I was at all times (in accordance 
with this undertaking he would also have to guarantee the anonymity of my 
participants). It transpired that only once concern would be raised for my safety 
when one interview extended to four hours.
Ethical considerations and strictures enforced by the committee have a wider 
compass than merely that of the researcher and the researched. Indeed, in 
accordance with the BSA’s (2002) ethical guidelines, the anonymity and 
confidentiality of those within the participants’ social circles was also assured: the 
names of NHS staff, hospitals, friends and family mentioned in the interview and the 
towns where the participants lived were changed. I also undertook to keep the data 
on a laptop that was kept under ‘lock and key’ and that the data files were accessible 
by a password known only to me. Moreover, this was made explicit on the 
participant information sheet (Appendix 4). Having made these assurances, the
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research process began in December 2005. The next section outlines the process of 
interviewing bereaved parents.
Original criteria for inclusion
The criteria at the outset for inclusion in the study were that interviewees should be 
couples: both of whom were willing to be interviewed twice, initially together and 
with subsequent one-to-one interviews with each partner; who had been bereaved by 
stillbirth using the legal definition of it that was referred to in Chapter One; and that 
the stillbirth should have occurred in the last two years, with the qualification that it 
should not have occurred within the six months prior to the interview -  this time 
frame put in place so that the couple would have had time to adjust to the initial loss 
and be able to give an account of not only the experience itself but the longer-term 
ramifications of it. The two-year limit was intended to ensure that the accounts 
would be as accurate as possible: Lundqvist et al. (2002) have argued that the 
memories -  or the interpretation of incidents -  of mothers two years after the loss of 
a baby may be considered accurate. The initial intention was that this sample would 
be recruited through maternity hospitals in the south-east of England.
Recruitment of participants
The original intention to recruit participants through maternity units needed to be re­
evaluated soon after ethical permission had been obtained as, out of the thirteen units 
approached, only two were willing to contact their patients who had had stillborn 
babies with the request. Of the hospitals that were contacted several did not reply to 
either my original letter or a follow-up request and one already had a research study 
taking place that would include bereaved parents. The third excused itself on the 
grounds of the Data Protection Act even though it was made clear in the letter that 
the request was not for names and addresses but for the unit to be merely the conduit. 
Previous researchers have also encountered or anticipated difficulties in accessing 
participants through hospitals (Bruce, 1962): McCreight, for example, decided not to 
attempt to access parents in this way due to her concerns over patient confidentiality 
(personal communication, 2005). Of the two hospitals that indicated their co­
operation, none of those patients who had suffered a stillbirth volunteered to be part 
of the study.
75
While it was frustrating to come up against such problems, there were 
advantages of not accessing participants through the NHS: previous researchers have 
been concerned not to be viewed as allied to health professionals lest it affect the 
data (Birch and Miller, 2000; Wolff et a l, 1970). Moreover, not accessing 
participants through hospitals meant that the authorities would not, had they been 
inclined, be able to screen patients out of the research who they felt may have been 
unhappy with their hospital treatment.
Lee (1993) has pointed out that the researcher who is interested in sensitive 
subjects and accessing hidden populations needs to be creative. The first alternative 
had been to advertise in General Practitioner surgeries and an advert had been 
approved by the NHS ethics committee for this project (see Appendix 5) but local 
surgeries were unwilling to put this advert on their notice boards. A further way of 
potential recruitment was through personal contacts and it was hoped that this would 
generate a snowball sample -  useful when researching sensitive subjects as 
“...members of a special population often know each other” (Lee, 1993:67). I had 
three personal contacts who knew people who had suffered a stillbirth and were 
willing to refer them to me. In addition, a fortunate encounter at a Government 
hearing gave me a contact at the National Childbirth Trust (NOT) and they agreed to 
contact members whom they knew had been bereaved by stillbirth; and at the same 
meeting, the Birth Trauma Association agreed to put information about the research 
on their website. Other advertising methods were used as well: at Sands support 
group meetings the advertisement approved by the NHS ethics committee proved 
useful as a ‘flyer’ that could be handed out at meetings (this flyer eventually went to 
a ‘befrienders’ training day) and Babyloss.com also put out information on its 
website. Indeed, the Internet proved a useful method of recruiting as, in addition to 
adverts on websites, my research was advertised on a Sands forum that was 
specifically aimed at bereaved parents in order to give them the opportunity to talk 
about their experience. The advertising of my research on this forum was not 
initiated by me but by a parent who had heard of my research; however, as a result of 
this there were particular consequences for this parent who was publicly rebuked by 
the forum’s moderator as the advert had been displayed without permission from the 
charity.
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The initial advertisement was followed up by attendance at Sands meetings, 
which proved useful because avenues of enquiry to pursue in interviews were 
highlighted: at one group the issue of registering the stillbirth was brought up and 
was subsequently included as a subject for the interview. Attending Sands meetings 
also became a successful method of recruitment: my attendance at meetings ensured 
that the proposed research and the researcher were demystified; questions about the 
research could be fielded ‘in person’ and face-to-face contact seemed to be 
reassuring for potential participants.
The following table outlines the range of recruitment methods used to obtain 
the sample of twelve couples and sixteen bereaved mothers and shows that by far the 
most productive method of recruitment -  albeit the most time-consuming -  was via 
attendance at support group meetings.
Method of recruitment Number of couples 
recruited
Number of mothers 
recruited
Personal contact 1 1
NCT contact 2 1
Sands forum 1 3
Sands groups (leaflets) 2 2
Sands groups (snowball) 1 3
Sands groups (attendance) 3 4
Babyloss.com 1
Birth Trauma Association 2 1
Table 4.1 Recruitment methods
It is noted that, in the preponderance of participants who volunteered through 
learning of the study from Sands and other organisations that exist to support parents 
might result in the parents interviewed having greater problems in adjusting to their 
loss than those who did not need to attend a support group, so the sample interviewed 
here might be atypical of bereaved parents.
This section has outlined the various recruitment methods used to find 
participants. The general unwillingness of maternity units to assist the project meant 
that alternative recruitment methods needed to be used. It also became clear that it is
77
not just the medical profession that might constitute a barrier to research, but also 
some support groups who, for their own reasons, might position themselves as 
‘gatekeepers’ to participants in order to control the research albeit ostensibly to 
protect their members. The methods that were resorted to carried with them a degree 
of bias: a snowball sample is likely to produce a sample where participants have 
shared social characteristics; those who attend support groups are potentially atypical 
of the population of interest; and using the Internet as a method of recruitment 
necessarily excludes those bereaved parents who do not have access to the Internet. 
Moreover, in this sensitive research project, it is noted that the most efficient way of 
recruitment seems to be making ‘face-to-face’ contact with members of the 
population under study in order to demystify the research as well as the researcher.
The final sample
The final sample differed substantially from what was originally imagined in four 
main ways: one, some women were interviewed without their partners; two, the time 
scale since the loss was extended to include parents who had had a stillbirth more 
than two years prior to the interview; three, some women were interviewed on their 
own; and four, parents who had experienced neonatal deaths were interviewed. This 
section justifies adjusting the criteria.
While the time period since the loss was a factor that had been considered 
carefully there were few interviewees who came forward who fulfilled the two-year 
criterion. There was a need, then, to re-evaluate the temporal restriction. While the 
minimum length of time since the stillbirth remained at six months, I decided to 
include parents in the study who had lost a baby since 1993 which would be thirteen 
years prior to interview. This decision over timing was arbitrary: as noted in Chapter 
One it was in 1993 that the legal definition of stillbirth changed from a loss after 28 
weeks’ gestation to a death after 24 weeks. While there might be concerns over the 
interpretation of experience up to thirteen years later, Davis et al. (1988) has 
recorded that the mothers in their study would recall the most relevant emotions and 
events after significant time periods. It is valuable to consider retrospective recall 
because:
.. .the perspective through which they presently view these events and 
emotions is one through which they have incorporated the experience 
into their lives, (p. 482)
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Lundqvist et al (2002), too, have noted that researchers who compared the same
individuals’ memories over a long period of time -  up to 20 years -  found that
memories proved consistent; this was reinforced through my re-interviewing for this
study a woman I spoke to when undertaking my undergraduate research (Murphy,
2003). Her recounting of the experience was very similar to her initial interview.
Moreover, as Jenkins (1996) has argued, drawing on W.I. Thomas,
[i]t is an article of sociological faith for all but the most obdurate 
positivists that if people think that something is real, it is real in its 
consequences (if nothing else), (p. 83)
In understanding the context and the perceptions of stillbirth for men and women,
therefore, it is their perception of what occurred and its re-interpretation over a
period of time that impacts upon their experience at the time of the interview as
much as the ‘reality’ of the experience.
The other main criterion of the ‘ideal’ sample was that it should consist of 
interviews with couples, but this again proved problematic. Despite the preference 
for couples being made clear, early on in the recruitment process women would 
volunteer to take part without their partners. While keen to gather men’s experiences 
first hand, in the cases where women were interviewed on their own, they were asked 
to relate their perceptions of their partners’ experiences and how the behaviour of the 
father impacted upon their experience. Methodologically, it was interesting that so 
many men proved unwilling to take part and was similar to the experience of 
previous researchers who also found a general unwillingness among men to relate 
their personal and emotional experiences (McKee and O’Brien, 1983). While, as 
noted in Chapter Three, the ‘new man’ discourse suggests that men might now be 
more forthcoming than in previous generations, this cannot be assumed of all men. 
In the event, 16 women were interviewed without their partners while 12 couples 
agreed to take part.
In addition, several women got in touch whose babies had died neonatally 
and, as at that time few participants had come forward, again the criteria were 
widened to include those couples and mothers who had lost neonates. While this 
might be seen to conflict with the original aims of the study, the interviewed parents 
who were neonatally bereaved became a small but useful comparison group with 
regard to the consideration of parental identity. However, due to the small number of 
neonatally bereaved parents which would prove difficult to contrast their experiences
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with the stillborn parents throughout the thesis, coupled with a desire to retain the 
focus of this thesis on stillbirth, this is the only instance of their use in the analysis 
presented here. Their experiences will be drawn upon, however, in further 
dissemination of this research.
It has been claimed that while qualitative researchers aim to carry out 
carefully planned and thought-out research the reality is often messy (Riches and 
Dawson, 2000). The changes that needed to be made in the inclusion criteria in this 
piece of research accord with this claim and, moreover, they highlight the need for a 
researcher to have a high level of pragmatism and an understanding that the ‘ideal 
sample’ is not one that is always readily obtainable. Flexibility is necessary and an 
awareness that, in the process of changing plans, other possibilities may emerge.
The final sample of parents included 12 sets of bereaved couples -  ten who 
had lost a baby to stillbirth and two to neonatal death -  and 16 mothers, 12 of whom 
fulfilled the criteria for a stillbirth. All the participants have been given pseudonyms 
and these were allocated alphabetically according to the order in which they were 
interviewed; thus, couple number one are Ann and Alan, couple number two Bob and 
Bridget and so forth. The excerpts taken from the interviews that are presented in 
this thesis are followed by a distinguishing code that points the reader to certain 
characteristics of the participant(s) and the interview that was conducted. For 
instance, the code C03-SB-01-J refers to the third couple that were interviewed. This 
couple lost their baby to stillbirth as indicated by ‘SB’ (NND refers to neonatal 
death); 01 refers to the place the stillborn has in the family, that is first-born, while J 
indicates that the quote comes from a joint interview. Where partners in a couple 
were interviewed separately, M refers to the participant being male and W for a 
female. There is one code which differs slightly in that a star indicates that the 
stillborn baby was the first child the couple had together although both were already 
parents.
Of the interviewed parents, all were white British apart from one American 
(the male partner of couple number two who had lived in the UK for two decades) 
and three south-Asian women (the female partners of C05 and C ll who were 
married to white men as well as M02 whose husband was also south-Asian). Using 
the NS-SEC classification of the occupation of the mother and the father into five
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class categories, the class characteristics of the sample were distributed as in Table 
4.2:
Social
Class
1
Managerial
and
professional
occupations
2
Intermediate
occupations
3
Small 
employers 
and own 
account 
workers
4
Lower
supervisory
and
technical
occupations
5
Semi- 
routine and 
routine 
occupations
Not
known
Mothers 12 9 3 0 4 -
Fathers 5 2 2 2 1 -
Non­
participant
fathers
5 2 2 4 2 1
Table 4.2: Social class of participants (NS-SEC)
Not all couples belonged to the same social class and a more detailed class 
breakdown by participant is given in table 4.3. Short biographies of each participant 
may be found in Appendix 6.
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Participant(s) NS-SEC 
classification 
of mother
NS- SEC 
classification 
of father 
(where 
known)
COl - Ann and Alan 5 5
C02 - Bridget and Bob 1 1
C03 - Charlotte and Carl 3 3
C04 - Diane and Dan 1 4
C05 - Emily and Ed 2 1
C06 - Fiona and Fred 3 3
C07 - Grace and George 1 1
CO 8 - Hannah and Harry 1 1
C09 - Isobel and Ian 5 4
CIO - Jane and James 2 2
Cl 1 - Kelly and Ken 1 1
C12 - Lucy and Lee 5 2
MOl - Maggie 2 3
M02 - Nina 1 1
M03 - Octavia 1 1
M04 - Penny 1 1
M05 - Rebecca 1 4
M06 - Sheila 2 4
M07 - Tanya 1 4
M08 - Una 5 5
M09 - Vicky 2 1
MIO - Wendy 2 2
M il - Zoe 2 2
M l2 - Amy 1 1
M l3 - Barbara 3 3
M14 - Christina 2 5
Ml 5 - Debbie 1 4
Ml 6 -  Elinor 2 -
Table 4.3 Class characteristics of participants.
While it may be seen that occasionally the father belonged to a higher social 
class than the mother, more often it was the mother who was in the higher class and 
was in a non-manual job: in four out of the six cases where this was the case the 
bereaved mother was a teacher. This particular conceptualisation of class is 
relatively crude and it disguises differences in affluence between participants who 
are ostensibly in similar class positions; for example, COl and M08 are both in 
social class five yet Ann and Alan live in council accommodation while Una and her 
husband own their own home. Similarly, Bob and Bridget -  social class one -  live in 
a large house in an affluent urban area, while Penny and her husband, again both in
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social class one, reside in a less affluent area of the same city in a former council 
house. This possibly reflects their disparate ages: the former are in their forties while 
the latter are in their late twenties.
Table 4.4 gives an indication of the position in the family of the loss as well 
as the time that had elapsed between the loss and the interview: it can be seen that ten 
sets of parents aheady had one or more children. This number includes mother 
number 14 as, although it was the first child in the relationship, both partners already 
had children: the father having two from a previous relationship and the mother 
having one. Couple number nine was another example of a reconstituted relationship 
with the father already having a child from a previous marriage. While this was a 
small component of the final sample, it reflects in part the changing structure of 
families in contemporary UK society.
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Participant(s) Position
in
family
of
stillborn
Position in 
family of 
neonatal death
Time period 
between loss 
and interview 
(approximate)
Age of 
mother at 
time of loss
COl -  Ann and Alan 6 - 4 years 33
C02 - Bridget and Bob 4 - 4 years 34
C03 - Charlotte and Carl 1 - 6 months 33
C04 - Diane and Dan 1 - 6 months 26
C05 - Emily and Ed - 2 2 14 years 32
C06 - Fiona and Fred 2 - 3 14 years 35
C07 - Grace and George 1 - 6 years 34
C08 - Hannah and Harry 1 - 2 years 30
C09 - Isobel and Ian 1 - 2 years 27
CIO - Jane and James 1 - 1 year 34
C l l -  Kelly and Ken 1 - 2 years 30
C12- Lucy and Lee - 1 1 year 24
MOl - Maggie 1 - 9 years 25
M02 - Nina - 1 2 years 34
M03 - Octavia - 1 1 year 36
M04 - Penny 1 - 1 year 31
M05 - Rebecca 1 - 12 years 24
M06 - Sheila 3 - 1 year 34
M07 - Tanya 1 - 4 years 35
M08 - Una 3 - 1 year 33
M09 - Vicky 1 - 6 years 25
MIO - Wendy 2 1 2 years 24
M il - Zoe 1 - 2 years 31
M12 - Amy 1 - 1 year 30
M l3 - Barbara 2 - 12 years 38
M14 - Christina 1* - 1 year 36
M l5 - Debbie 2 - 1 year 30
Ml 6 -  Elinor 1 6 years 28
Table 4.4 Position in family of stillbom/neonatal death; time scale between loss and 
interview; and age of mother at loss.
The sample also demonstrates the disjuncture between the ideal nature of 
qualitative sampling and that of the reality of the research process. If this sample is 
compared to the prevalence of stillbirth, as outlined in Chapter One, it may be seen 
that the overwhelming majority of mothers interviewed fell into the age category 
least likely to experience stillbirth. The overwhelming majority were white British 
and all had been bom in this country, while statistics demonstrate that women who 
belong to differing ethnicities from the white majority (CEMACH, 2008) and whose 
place of birth is not Britain (ONS, 2005a), are more likely to have a stillbirth.
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Moreover, it was indicated in Chapter One that the lower the social class, the greater 
the likelihood of a late pregnancy loss: by the social class classification used here, 
those mothers in a higher social class, that is, one and two, outnumbered women in 
class three or below by two to one. This is likely to say much about the greater 
willingness of those in a higher social class to take part in research as well as a 
reflection of sampling methods used; that is, with the Internet being one way to 
recruit participants, it reflects the limited access to the Internet that might affect 
lower classes while it is claimed, too, that support groups are more likely to be 
attended by the middle-classes (Allsopp et al, 2004). When considering gender, the 
sample underlines the difficulty in accessing men when studying personal 
experiences. Indeed, of the 12 men who took part, at least two indicated that they 
had agreed because their partners had not given them a choice.
Laughter amid the tears: the process of iuterviewiug bereaved pareuts
In the event, 39 interviews were conducted with 12 sets of bereaved parents and 16 
mothers, all of which were tape-recorded and transcribed verbatim. The timings of 
the interviews varied greatly. Of the couples who had follow-up interviews, the joint 
interviews ranged from 45 minutes to one-and-a-half hours. The interviews that 
followed ranged between ten minutes and 45 minutes for the male interviewees and 
between 30 minutes and 45 minutes for the female participants. The couples who 
only participated in a joint interview had an average interview time of two-and-a-half 
hours with one-and-a-half hours being the shortest and four hours the longest. Of the 
interviews that took place with mothers only, the range was between 45 minutes and 
three-and-a-half hours, the average length of interview being just under two hours. 
Table 4.5 demonstrates the distribution of interviews undertaken with the 12 couples. 
While the original intention was that the couples interviewed would have individual 
follow-up interviews vrith both partners, this only happened in five cases. One of the 
original rationales for a joint interview was because an individual interview with a 
man would be facilitated if he had already taken part in a couple interview. The 
husband of couple number one [COl] withdrew because his wife stated that ‘he did 
not feel comfortable’ with taking part. As such, this became an early indicator of the 
themes that would become apparent over the course of the research and the 
difficulties that lay ahead in recruiting men. Moreover, it demonstrated how the
85
shared identity of ‘bereaved parent’ might not necessarily be sufficient to ensure the 
recruitment of men. While the ethics committee had asked that my identity not be 
revealed, the personal contact who approached couple number one had informed 
them of my bereavement. He was still, however, uncomfortable talking to me in an 
individual interview. Couples seven to 12 did not have follow-up interviews as it 
was found that little extra information was being obtained in the individual interview. 
As there was also a widening geographical spread of participants due to difficulties 
in recruitment, the follow-up individual interview part of the research process was 
halted.
Couple Joint Follow-up with 
mother
Follow-up with 
father
COl Yes Yes No - withdrew
C02 Yes Yes Yes
C03 Yes Yes Yes
C04 Yes Yes Yes
C05 Yes Yes Yes
C06 Yes Yes Yes
C07 Yes No No
C08 Yes No No
C09 Yes No No
CIO Yes No No
C ll Yes No No
C12 Yes No No
Table 4.5: Interviews conducted with couples
A particular strength that became apparent with regard to the joint interview was 
related to the sensitivity of the interview and the emotions it might engender. As 
pointed out earlier, stillbirth is a sensitive subject and there was the likelihood that 
parents might become upset while relating their story. This was borne out in the 
interviews and at times one partner or the other would become emotional. Carrying 
out a joint interview meant that one partner could take up the story while the other 
composed him or herself and then continued. Thus, outward emotion was handled 
discreetly in a way that it might not necessarily have been in an individual interview. 
Issues of dissent between the couples interviewed here were not often apparent, 
possibly because several couples belonged to support groups so an agreed version of 
the experience may have been reached some time previous to the interview: the
‘public account’. Partners would be called upon to corroborate information, and 
disagreement only occasionally became apparent with regard to times or the order of 
events. Often, an agreement would be reached within the interview, which made 
explicit the socially constructed nature of the joint accounts.
Of the five men who were interviewed on their own, there was little evidence 
of the practical problems that Arendell (1997) identified which may have been due to 
the subject matter at hand or the limited time given over to the interview. 
Participants were informed at the outset that the follow-up interview would last 45 
minutes at the most. As with Arendell (1997), however, they seemed fairly free with 
information and often would refer to intimate matters, such as missed periods and 
menstrual cycles. There was only one instance where a participant asked what had 
gone on in a previous interview with their partner but this was only due to their 
concern unnecessarily that information should not be repeated; she was informed that 
her perspective was as important as her partner’s.
The impact o f researcher identity
Earlier in this chapter, the nature of the ‘insider-outsider’ debate was outlined and 
how this might impact upon the research process. Indeed, the debate was important 
to this research from the very beginning as it influenced my choice of subject and 
possibly had some impact on the sociological questions I was asking. The fact of my 
shared identity with the participants had been considered by the ethics committee and 
they had decided that I should not reveal my personal identity as a bereaved parent 
unless asked. In the main, the sampling methods meant that this stricture could be 
adhered to as adverts for participants on websites and at support groups made no 
mention of my bereavement. It is possible that, had parents known of my 
bereavement, more may have been encouraged to volunteer for the research, however, 
it is impossible to ascertain whether this was so due to the nature of the sampling 
methods; I can have no idea who saw the adverts and made a decision not to take 
part. Later in the study my identity as a bereaved parent was revealed on the Internet 
and it was interesting that at this point I received an influx of e-mails from parents 
interested in the research, although this merely may have been the result of added 
publicity rather than the effect of knowing that I as the researcher shared an identity 
with the potential participants.
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With regard to interviews, it is also unclear whether my identity might 
influence what parents chose to tell me although it must be allowed that, the 
interview schedule itself, while based on previous reading of the literature around 
pregnancy loss, would necessarily include an element where I drew on personal 
experience. It must be noted, though, that at the point at which parents asked why I 
was interested in the subject, they would often visibly relax and occasionally, 
although not interested in hearing my story, might check if aspects of my experience 
were similar to their own. This may well have facilitated the interview after this 
point though whether the actual responses to the questions would have been different 
had I not been bereaved is again impossible to know. During the couple interview 
there was a sense that the mother was the main storyteller. This may well have been 
because mothers were more comfortable talking to a fellow bereaved mother than 
were their partners.
Finally, my identity might also have had an impact on the analysis of the data 
itself. Themes that I deemed to be important might be different to those that an 
unbereaved researcher might highlight. While it is important to realise that the 
shared identity will have an effect on the process of research from the start of a 
project to the finish, it is difficult in this case to isolate exactly those effects.
Ethics in process
The undertakings that were made to the ethical committee were fulfilled: the 
participants’ anonymity and confidentiality was assured and, during the transcription 
process, names and places were either changed or deleted from the transcript. 
Written informed consent was given by all participants although there were one or 
two instances where ethics were compromised unwittingly. In two cases where a 
male partner had refused to take part, they made their presence known and made a 
brief contribution to the interview. Also, in the joint interview with Ann and Alan, 
their teenage daughter joined in, partly due to the nature of the place of interview 
which could not be anticipated prior to it taking place. Ann and Alan live in a small 
house and the interview took place in the living room in the evening. With five 
surviving children who all lived at home, there were several comings and goings. In 
the cases where an interruption occurred, to gain written consent would have 
interrupted the flow of the interview so data that was given by these people has not
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been used. This highlights that however carefully a researcher considers ethics, there 
is the possibility that unexpected events will occur which might potentially 
compromise the ethical nature of the research.
Indeed, the conflict over whether or not my identity as a bereaved parent 
should be revealed to participants was unexpectedly resolved. As noted earlier, 
information about my research was posted on an Internet forum by a member of 
Sands with the additional information that I had also had a stillbirth. As many of the 
participants had been moved to ask why I was researching the subject, the 
overwhelming majority knew of my own loss. The ethics committee need not have 
worried about whether or not it might be difficult to keep re-telling my story, as few 
participants were interested in it beyond a cursory knowledge of when it had 
happened and at what stage in pregnancy.
The interview as therapy
It has been suggested that there is a therapeutic aspect to the interview and this is an 
aspect that has concerned Birch and Miller (2000) who objected to taking on the 
identity of ‘interviewer as counsellor’ amid concerns of professional responsibility. 
This was a concern that I shared but it did seem that a by-product that related to my 
research was that it was seen as beneficial to some of the participants: I was informed 
by word-of-mouth that Ann had told her work colleagues that the interview I had 
conducted with her helped her more than any counselling she had received, while 
one mother noted in her second interview that the joint interview had helped her; 
another stated:
Christina: It’s therapeutic talking about it. And people won’t [talk about
my daughter].
[M15-SB-01*]
It was noted in the previous section that joint interviews might give the ‘public story’ 
rather than the ‘private account’. If that is the case, in the interviews conducted here, 
either the public story accorded with the ‘private account’ or both partners were keen 
just to give me the ‘public account’: the accounts that were collected in individual 
interviews tended to match well with that of the joint interview apart from in one 
instance. This was a case where Carl said in the first interview that he ‘felt like a 
father’ while in the individual interview he had qualified this claim. However, there
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are two possibilities here: he was keen not to upset his wife; or the initial interview 
had inadvertently set off a train of thought that he had not previously had.
The claim by Christina that people would not talk with her of her loss accords
with previous researchers’ claims about pregnancy loss and the idea that it is
surrounded by a ‘conspiracy of silence’ (see Chapter Two) and that parents might
welcome the chance to talk about their child. Again, this was brought up in
interviews. For example, when talking of her stillborn son in the context of her
social life, Debbie said:
Debbie: Some people come up and sort of felt that they should say 
something and I really appreciated those people because it gave me a 
chance to talk about [son].
[M15-SB-02]
Another mother, when giving her reasons for taking part, made this explicit:
Vicky: It’s given me a chance to talk about [son] and I very rarely get that 
chance.
[M09-SB-01]
This accords with Raj an and Oakley (1993), where they noted that their participants 
who had suffered a pregnancy loss needed emotional support, with one woman 
stating her reason for taking part as “giv[ing] me somebody who is not close to me 
who I can talk to” (p. 78). Other researchers reported similar experiences (Wolff et 
al, 1970; Culberg, 1971; Stringham et al, 1982; DeFrain et a l, 1990-91). The 
uncritical nature of the interview may have helped, which is a consideration 
highlighted by Riches and Dawson (2000) who noted that there is a benefit to people 
in talking and having their story accepted without judgement.
While emotions ran high at points during the research, humour was used by 
participants to deflect it, which resulted not just in tears at times during the 
interviews but laughter too. At one point, while not being particularly 
complimentary about her husband, Christina checked that he was not listening in as 
he may have arrived home for lunch. In Rebecca’s interview, when asked what she 
called her stillborn son, she replied ‘Jacky Scroggins’  ^and giggled uncontrollably. 
Moreover, Fred and Fiona were keen to recall the humour a midwife brought to their 
experience where he (sic) compared Fiona’s reproductive organs to a car engine. 
This serves to remind the researcher that while ethical considerations might be
This nickname is the one used by the mother but bears no relation to the parents’ real names.
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paramount in researching sensitive subjects, individuals have the capability and the 
agency to utilise techniques that will dissipate emotion, whether it is through 
changing the subject; the use of gallows humour or irony:
Carl: You know you have to trust these people with your lives and the lives
of your prospective children and they didn’t deliver ... literally.
[C03-SB-01-M]
Oakley (1981) noted that, in her interviews, offers of hospitality, an interest by the 
interviewee in the interviewer and continued contact after the interview had taken 
place were events which contradicted the male paradigm of interviewing. The 
experience of interviewing in this project was similar and especially noticeable in 
cases where the mothers were pregnant again. In these cases all the participants 
contacted me by e-mail to inform me of the safe arrival of the new baby and on 
occasion pictures were attached. An example of one e-mail can be found in 
Appendix 7. These e-mails were often a ray of sunshine when transcribing the often 
traumatic experiences of the parents.
The researcher's courtesy stigma?
In Chapter Three, Gofftnan’s (1963) theory of stigma was outlined and, as a final 
comment in this section, there is a sense that the researcher interested in a sensitive 
subject has the potential to suffer fi*om courtesy stigma; that is, where they become to 
be associated with the stigmatised group. During the course of this project I have 
been careful not to necessarily reveal to my social circle what my thesis was about: 
in Goffman’s 1963) terms, I was ‘passing’. This of course leaves open the 
possibility that one or two potential participants may have been missed. A particular 
occurrence was at a christening where I avoided a woman who was heavily pregnant 
for fear she might ask what I did for a living. While I might then be seen to be 
contributing to a silence around stillbirth, I was not the only researcher to feel this 
way: in a conversation with one of the authors of the new Sands guidelines, she too 
revealed that she tended not to tell her friends what her current project concerned 
(Schott, personal communication, 2006).
This section has considered the process of interviewing. It has highlighted 
the advantages and disadvantages apparent in interviewing couples jointly and 
individually. It has addressed interviewing across gender and noted that however 
carefully ethical considerations may be adhered to, this does not mean that problems
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will not arise during the research process; but also that research participants are able 
to exercise the agency to dissipate emotions themselves where they are 
uncomfortable with the subject matter. Finally, it noted that there may be a 
possibility that the researcher of a sensitive subject may be subject to ‘courtesy 
stigma’ and, therefore, conceal the true nature of their research.
Data analysis
The data analysis technique deployed in this research was informed by Strauss and 
Corbin’s (1990) version of grounded theory that emerged out of Strauss’s original 
work with Glaser in 1967. Grounded theory, or the constant comparative method 
(Brewer, 2000) is an inductive analysis technique where theory is generated from the 
data. It emerged from what Denzin and Lincoln (1998) have termed the second 
‘moment’ in qualitative research where there was a modernist attempt to formalize 
the methods used in data analysis. Strauss and Corbin (1990) claim grounded theory 
to be not only scientific but an art as well: certainly this analyst has had to be creative 
in the questions asked of the data; the naming of codes and categories; as well as in 
the production of a final scheme that is ‘grounded’ in the participants’ accounts. Its 
scientific nature comes not from a positivistic understanding of science that is 
objective but from analysing the data with “...a certain degree of rigour” (p. 13). 
Moreover, Strauss and Corbin (1990) exhort the researcher to be distant from the 
data. I have, therefore, been aware of the potential to become emotionally involved 
with the data: a trap that Hubbard et a l  (2001) argued a researcher could fall into 
where he or she is investigating an experience that is similar to their own. Grounded 
theory is not without its criticisms: it has been labelled by some as too positivistic; 
has too much emphasis on coding; and it is illusory in its promise of scientific rigour 
(Brewer, 2000). Moreover, this technique has been considered to potentially 
“...impos[e] schemes of interpretation on the social world that simply do not fit that 
world as it is constructed and lived by interacting individuals” (Denzin, 1988: 432) 
as it seeks to make generalisations across individual cases. Yet it has been popular in 
recent years. Brewer (2000), however, points out that many researchers, whatever 
the discipline they operate in, just pay ‘lip service’ to it as a way of justifying their 
analysis technique. Rather than lip service being paid here, it has proved useful in 
the analysis of the parents’ accounts although it is allowed that these accounts.
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already ‘fractured’ in the decisions participants made in the telling of their 
experiences, are ‘fractured’ once more in the analysis (Miller and Glassner, 1997).
Strauss and Corbin (1990) argue that the first step in theory building is 
conceptualising or naming a phenomenon. This process of analysis began early on in 
this project, during the interviews themselves, where initial concepts were generated. 
For example, the interview of the first couple included a consideration of how the 
child is remembered by the family over a period of time. This suggested that 
integration of the child into the continuing life of the parents and, indeed of a wider 
family, might be an important aspect of the experience. Integration then became a 
theme to ask about in subsequent interviews. Transcription was another point at 
which data analysis continued informally whereby a close examination of the text 
alerted me to potential concepts. As transcribing ran concurrently with interviews 
over the period of a year, again, it continued to inform subsequent interviews.
Following initial line-by-line open coding using the computer program Atlas- 
ti, hundreds of concepts had been isolated which needed to be grouped into 
categories: “...important because it enables the analyst to reduce the number of units 
with which he or she is working” (Strauss and Corbin, 1990: 113). For example, it 
became clear that all the parents routinely expected that the pregnancy would end 
with a live baby: the ‘shock’ that was recounted when the baby was revealed to have 
died attested to this; also the bonding that had taken place with the expected child; 
and the buying of equipment in preparation for the birth. It became possible then to 
isolate a category called ‘expectations of success’. Once this category had been 
isolated, using the process of axial coding, subcategories were set up to explain why 
parents had this expectation. Thus, the subcategories of ‘medicine’, ‘bodily 
integrity’, ‘competency’ and ‘silence’ were considered as properties of the category 
‘expectation of success’. This began to highlight the gendered nature of the 
experience as certain categories tended to be referred to by women more than men; 
gender became a condition that impacted upon the meanings and interpretation of 
parental experiences. This is helpful as an example of the way in which macro­
structures can begin to be understood from micro-analysis (Strauss and Corbin, 
1990).
While Barry (1998) has noted some theorists’ concerns that the use of 
computer-assisted qualitative data analysis software (CAQDAS) has the potential to
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distance the researcher from the data “...in working out how to code that [the 
researcher] may [lose] sight of their data” (online, section 2.2.), Atlas-ti is 
sufficiently simple to show up this concern as anachronistic at best. Notwithstanding 
this, it was at the stage of axial coding that it became more useful to move &om the 
finite space of a computer screen to the traditional yet practical use of index cards; 
larger amounts of data than might be studied at one time then on the computer screen.
Following axial coding comes selective coding, although in practice the 
division between these two stages is not clear-cut. Selective coding is the process of 
integrating and refining the theory: categories are linked together to provide an 
explanatory framework. An aid to this was the continual writing and re-drafting of 
the data chapters presented here: indeed, Strauss and Corbin (1990) argue that very 
often the analysis does not end until the final writing. A further way that the 
integration of the theory took place was by constant re-reading of the dense and data- 
rich accounts given by the parents, which enabled comparisons to be made between 
genders and provided an indication of how many parents experienced certain 
phenomena. Quantitative analysis was not an aim of this thesis, indeed, an over­
reliance on numbers has been seen to be a danger with the use of CAQDAS packages 
(Mason, 2002) but, as an example, the indication of the numbers of parents who 
considered their own competency to be a factor in the expectation of success in 
pregnancy is merely an indication of its prevalence. The presence of numbers does 
not feature at the expense of a conceptual framework as recommended by Barry 
(1998).
From the creation of categories and the discovery of the relationships 
between them, and also the relationships between categories and subcategories, a 
conceptual framework began to emerge within which stillbirth became analytically 
accessible and which was dependent on societal influences. Also, and with an 
awareness that some categories related only to women, the differences between the 
genders could begin to be explained theoretically. Moreover, by comparing cases 
within genders, an indication of within-gender differences began to emerge.
This section has outlined the data analysis techniques used here. With the aid 
of Atlas-ti (and the more old-fashioned tools of scissors, index cards and glue), open 
coding, axial coding and selective coding as outlined by Strauss and Corbin (1990) 
were used as tools with which to build a theoretical framework.
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Conclusion
This chapter has outlined the reasons why qualitative methods were chosen to 
investigate parental experience of stillbirth and how gender might impact upon the 
experience. At the same time as understanding that the interview is a social 
construction, it has been argued that it is the person’s interpretation of the events that 
are important as it is this interpretation that impacts upon his or her everyday life. 
This, then, fulfils the aims of the project in understanding how the experience of 
stillbirth is interpreted by men and women. This chapter has also outlined how the 
barriers to researching this subject -  the NHS research ethics procedure and the 
accessing of participants were surmountable. While this resulted in a differing 
sample to the one that was proposed in the original research design, practical 
concerns needed to be attended to and, although interviewing parents whose loss 
occurred some years prior to the two years of the original design, attention was 
drawn to researchers who had not found that memories changed over a significant 
period of time. Indeed, changes to the original research criteria enabled new avenues 
to be explored and contrasts to be made; namely, comparing some aspects of the 
experience of stillbirth to neonatal death.
This chapter also outlined ethical considerations. It noted that all parents 
were given assurances of anonymity and confidentiality and that written informed 
consent was gained from all. It recorded that while the researcher needs to be 
mindful of techniques to dissipate emotion, individuals have the skills to do that 
themselves, notably here, through the use of gallows humour. The data analysis 
techniques were outlined -  grounded theory was the method used- and how this 
technique accorded with the research aims. The interviews were coded in full giving 
rise to categories that have been integrated to produce a theoretical framework with 
which to view stillbirth. It is to the data and the categories produced that this thesis 
now turns.
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Chapter Five
‘Pregnancy-taken-for-granted’
It was established in Chapter One that rates of stillbirth are at an all-time low. 
Previous writers such as Borg and Lasker (1982) and Stewart and Dent (1994) have 
often cited that the presence of medicine, its attendant technologies and the ante-natal 
care that women receive are reasons why stillbirth might come as a greater shock in 
contemporary Britain than at other times in history and in other societies. Whether 
their sixth baby or their firstborn, the accounts suggested that parents had little 
concern about the possibility of a tragic outcome and, without exception, they were 
either in the process of preparing for or fully equipped for the birth of their haby. 
Such conceptualisations are examples of the participants’ ‘world-taken-for-granted’ 
(Berger, 1963), with no obvious threats in their lives apart from the upheaval and 
constraints that a new baby might bring. Detailed examination of the interviews 
allowed the identification of certain macro-conditions that contributed to what might 
be termed their notions of ‘pregnancy-taken-for-granted’; these conditions went 
beyond the role of medicine. This chapter outlines the four conditions that were 
noted by parents (whose biographies can be found in Appendix 6) that contributed to 
their expectations of success: first, are the beliefs held about the role that medicine 
might play in ensuring a live birth; second, a perceived ‘invisibility’ of stillbirth in 
the medical literature that surrounds pregnancy, the silence that existed about 
stillbirth in the parents’ social networks and in the media; third is maternal 
competency; and fourth, notions of bodily integrity.
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Medicalized pregnancy
Chapter One referred to work that has considered how the medicalization of 
pregnancy and its attendant surveillance might lead parents to assume pregnancy to 
be an inherently dangerous state (Oakley, 1980; Hubbard, 1985). In the accounts 
presented here, despite the screening the mothers underwent, there was little sense 
that the ante-natal care received suggested to parents that their pregnancy might be 
problematic. All the participants bar one (Tanya, who engaged an independent 
midwife) had NHS ante-natal care. In itself, this was an indication that medicine was 
assumed by the participants to facilitate a healthy pregnancy although this was only 
after a certain point in pregnancy had been passed: pregnancies were only 
conceptualised as dangerous in their initial stages, where medicine’s capabilities 
were assumed to be less effective. For all women there came a point where they felt 
able to relax, although this differed especially if there had been a history of 
miscarriage:
Una: I’d had two miscarriages so the normal procedure was I’ll get to 12 
weeks [then] we can tell everybody um if everything’s ok. Which it was. 
[M08-SB-03]
Ann: I just kept thinking [that] if I get past the 28, 30 [weeks] I’m going 
to be fine.
[CGI-SB-06-J]
For Una miscarriage is such a normal part of life that a protocol has been established 
for dealing with the announcement of pregnancy. Ann also had a history of 
problematic pregnancy: she had had a premature birth at 30 weeks’ gestation and a 
late miscarriage at 27 weeks some years before the change in law. This highlights 
the importance of legal constructions of the unborn with regard to pregnancy loss. If 
Ann’s loss had occurred two years later, she would have been considered to have had 
a stillbirth and would have lost a ‘baby’ rather than a ‘foetus’. She would, therefore, 
have been entitled to the various benefits that the loss would have brought.
For those mothers without such histories, 12 weeks was the point of safety 
most often mentioned. Once 12 weeks had been passed, medicine was generally 
assumed to be able to intervene to help protect the baby: ‘faith’ and the related 
concept of ‘trust’ were words that mothers would apply to the medical profession 
(one couple referred to consultants as ‘godlike’). Such religious overtones, however,
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did not mean that all parents would trust medicine completely: faith was held in 
differing degrees, from complete trust to ‘not very trusting’:
Grace: I think you just put your whole faith... in the doctors. 
[C07-SB-01-J]
Jane: I wasn’t blindly trusting [of the medical profession] but, you know,
I didn’t have any reason to think [things might go wrong].
[ClO-SB-Ol-J]
Isohel: I’m not very trustful of the medical profession anyway. I’m just 
not, even before [daughter]. But I’m certainly not now.
[C09-SB-02-J]
For those women who had less trust, one might question their use of the NHS; but 
there are few alternatives to NHS care and two possible ones are independent 
midwives or giving birth privately. Both options are relatively expensive and are, 
therefore, realistically an option for a small minority of parents; the idea that parents 
had no choice but to use their local health service pervades the accounts. However 
there seemed to be an unawareness of alternative service providers or an unthinking 
acceptance of the ante-natal care provided by the medical profession:
Hannah: You put yourself at the hands of the medical profession because 
you don’t know any differently.
[C08-SB-01-J]
In only one case was an alternative found despite its expense. Tanya paid several 
thousand pounds to have care from an independent midwife in order to extract 
herself from a system which she did not trust:
Tanya: I decided to go [to an] independent midwife, not just then. I 
decided five years ago if I ever had a baby [I would use an independent 
midwife]. I had a lot of reasons and issues why I wanted an independent 
midwife and the kind of thing that they offered. I wanted ‘one to one’ 
care. Or at least two [carers]. I wanted privacy; I wanted control of my 
birth experience.
[M07-SB-01]
Tanya’s engagement of an independent midwife, however, was less to do with 
mistrusting medicine science per se, but more about doubts around the way 
childbirth is organised in this country. Tanya’s final issue -  that of ‘control’ -  
accords with claims that childbirth has been colonized by a patriarchal medical 
profession that was concerned to control women (Ehrenreich and English, 1974). 
Moreover, rather than the ‘public’ experience of medicalized childbirth, Tanya
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considers that confinement should be located at home and in the private sphere. 
Later on in the interview, she recalled how her worst fears were realized once it 
became clear that the baby had died. Despite the fact that there is no overriding need 
to give birth to a stillborn in hospital the midwife took her to the nearest maternity 
unit. Indeed, she later connected her experience in hospital, which she claimed 
included a physical assault, with her use of an independent midwife:
Tanya: They like to punish you for daring to question their system. 
[M07-SB-01]
The unifying factor for all of these women was that their ante-natal care, 
whether from the NHS or an independent midwife, whether they trusted the NHS or 
not, was key to their presumption that, once pregnant, they would have a live baby. 
But present, too, was the expectation that, were anything to go wrong, medicine 
would be able to resolve it:
Isabel: But as I said, you get past all the danger [like] miscarriage, what 
is it? 12 to 20 weeks? Hey we got a boy, girl whatever. And then, 
because of the nature of today’s society, we assume we’re gonna have a 
baby and yeah, you think then they are safe. That barring any obvious car 
crashes whatever, they are safe, and if they’re not safe, somehow 
somebody’s gonna know. With all the checks you have or are supposed 
to have they can be ripped out and if they’re tiny they can go in a 
ventilator and they’ll be fine, [that’s] simplified obviously.
[C09-SB-02-J]
Isobel is reflecting on her former beliefs in the extent of medicine’s capabilities. 
Important here is that phrase where she refers to the ‘nature of today’s society’. 
Medicine is underpinned by notions of modernity: contemporary Britain is not a 
place where babies die; later she claims that the death of a baby is characteristic of 
the developing world. Faith in modernity and the capabilities of science is 
undermined by stillbirth.
Once Grace had been told her baby’s heart had stopped there was still an 
expectation that the problem could be solved -  by recourse to greater medicalization 
and a caesarean section:
Grace: The only reason I wanted the caesarean was because I wanted to, 
you know, get him out, resuscitate and all the rest of it and then they said, 
“No, we can’t do that. It’s too late.”
[C07-SB-01-J]
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Kelly: The monitor slipped off and when it went back on the heartbeat 
had gone. Just like that. We thought they’d do a caesarean but once 
there’s a problem they only have eight minutes or something to get them 
out.
[Cll-SB-Ol-J]
The caesarean is presumed by parents to be a life-saving measure, a way that 
medicine can remove a baby to revive it. This happened to only one participant due 
to the doubt the doctor had in the diagnosis of death:
Barbara: She said, “I think the baby’s dead but on the trace there’s some 
sort of pulse or something and it could be the placenta. It could be 
something to do with you.” And, um, she said, “I don’t quite... know...” 
She was hesitant about whether to recommend or suggest an emergency 
caesarean or um I suspect there was more erring on the side of caution 
that had the effect on that, because my guess is that she too knew the 
baby was dead. So I opted for the emergency caesarean there and then as 
the quickest way to get this over and done with.
[M13-SB-02]
Although the overwhelming majority of participants, like the mothers above, 
lost their baby in utero, for some the death occurred during labour. This 
distinguished their experience from the former group and highlighted a further aspect 
of the conceptualisation participants had of medicine: when the baby died during 
birth there might still be time to resuscitate the child:
Ann: She was still there, they resuscitated, she hadn’t of very long gone, 
they actually said that... I can remember them showing me her, I was 
just screaming, “Make her breathe, make her breathe. Bring her 
back.” ’Cos she was so perfect.
[C01-SB-06-J]
Bridget: They spent 20 minutes resuscitating him and, he was bom at 
9.15 in the morning, spent 20 minutes resuscitating him and then, then 
realised it was pointless.
[C02-SB-04-J]
It was not only mothers who had such perceptions of the capabilities of 
medicine and its attendant technologies. Fathers, too, called on similar ideas. 
George, in common with his wife Grace, put his
George: .. .whole tmst and ... faith in the whole system.
[C07-SB-01-J]
In contrast, James and his wife were less tmsting. Whether this was because 
one had influenced the other to feel this way is unclear. Jane had previously worked
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at a hospital, although not on the medical staff; as an ‘insider’ she may well have had 
reason for such distrust, while her husband James linked his initial distrust to his 
education. The stillbirth served to confirm his doubts not only in medicine but in the 
technologies used:
James: Well, I never did [trust them] anyway. It’s all this like, well I’ve 
got a sociology degree, sort of like learn about risk and people think you 
got the medical, medical certificate and everything [and that] this monitor 
was going to pick up everything. And I sort of did. I thought I half 
trusted it, that everything would be alright but obviously this has 
confirmed what I knew already... You can rely on technology too much. 
You think the technology can do everything when it can’t. It’s very 
limited with what it can do.
[ClO-SB-Ol-J]
In common with some mothers, one father mentioned his perception that they 
had no choice but to trust the medical profession. Carl and Charlotte had looked for 
a more natural way to give birth and they attended a birthing centre where they could 
book a birthing pool, but this was a place which remained within the confines of a 
medicalized setting. Their initial trust was severely undermined by the actions of the 
medical staff. Eventually, the NHS Trust admitted liability for their son’s death:
Carl: You know you have to trust these people with your lives and the 
lives of your prospective children and they didn’t deliver, literally. 
[C03-SB-01-M]
While considering the trust he had in the medical profession. Bob outlined why this 
was:
Bob: I also know that they are a lot more intelligent, I mean a lot more 
educated on these matters than I am, so if somebody came to me and said 
“Oh we have to do this or that or this,” then without having that 
background of, um, of knowledge and education I would trust them in 
that fashion.
[C02-SB-04-J]
Here there is a reference to the ‘expert knowledge’ that only medically-trained men 
and women have access to. It is their training and perceived higher intelligence of 
the hospital staff that Bob -  himself educated to Masters level -  called upon in 
rationalising that trust; however, he claimed that since the stillbirth he would be more 
likely to question what he was told and to seek further opinions. This 
reconceptualization of the capabilities of health professionals was also referred to by
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other participants who were keen to actively make choices in subsequent pregnancies. 
In such cases the ‘expert system’ had been undermined and the stillbirth gave them 
the status to question the authority of medical professionals. Despite this, however, 
many participants did not resist the greater medicalization they received during a 
subsequent pregnancy.
Throughout the accounts, especially when considering parents’ experiences 
and attitudes towards the medical profession, there was a privileging of the modem 
world and its technologies that gave individuals control over their fate. This was 
then questioned in the face of loss:
Isohel: My Mum made a classic comment in the hospital, “How can this 
happen in this day and age with scans and stuff like that?” And it’s the 
fact that unexplained stillbirth just does. One minute they’re alive, the 
next minute they’re dead, you know? It’s like if you hear of stillbirth in 
somewhere like Africa or somewhere you’d think it’s because of the 
healthcare, etc, but it makes no bloody difference [where you live]. 
[C09-SB-02-J]
The experience led some parents to question their ‘world-taken-for-granted’ to which 
modem medicine is integral or, to use Giddens’ (1991) altemative phrase, their 
‘ontological security’. Not only that, but even if it could not prevent the death, an 
‘expert system’ should be able to explain why it occurred:
Penny: They should be able to tell you why it happened.
[M04-SB-01]
As noted in Chapter One, two-thirds of stillbirths are unexplained. Reasonably, if a 
particular expert system is found deficient, parents might look elsewhere for care; but 
it has already been noted that altemative providers are expensive and, indeed, it was 
the opposite that occurred and all the participants who had received NHS care 
submitted to greater levels of medicalization in a subsequent pregnancy. Isobel, 
however, was the only mother to question the rationale of extra surveillance in the 
pregnancy after the stillbirth:
Isoheh I said, “Well, what’s the point of all this extra monitoring if the 
heart can just go like that?”
[C09-SB-02-J]
Tanya, meanwhile, despite encountering disapproval from both her family and her 
local Sands support group, remained with her original choice of an independent
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midwife for her next pregnancy: indeed, loyalty to the service provider was 
maintained by all, which again might reflect a dearth of choice or a lack of 
knowledge of alternate providers. There was, however, some element of parental 
choice for the pregnancy after the stillbirth as the loss afforded some parents 
differential care for the subsequent pregnancy but this was overwhelmingly within 
the confines of the NHS. The stillbirth gave the parents authority to choose to attend 
a different hospital, or be cared for in a different part of the hospital to where the 
stillbirth occurred, for example, in specialist foetal medicine units rather than the 
routine ante-natal care for lower-risk mothers. Carl and Charlotte’s case is apposite:
Charlotte: And as you know we’re going to be, we’re shopping for 
consultants next week. So we’re seeing one consultant and seeing what 
he says and we’re seeing another consultant to see what he says. If 
they’re not right we’ll go elsewhere.
[C03-SB-01-W]
Already claiming to be active consumers of pregnancy care but only within the NHS
-  their stillborn son was intended to be bom in a birthing centre rather than a hospital
-  this became more apparent after the stillbirth. Indeed, it was they who had already 
decided that the next pregnancy would end with a caesarean.
This section has shown how parental expectations of health care during 
pregnancy are integral to the expectation of a successful birth. While some parents 
may have tmsted medical care less than others, any lack of tmst they might have had 
did not impact upon their expectation of success. Medicine -  for nearly all of these 
parents -  was an ‘expert system’ that underpinned their ‘ontological security’. It 
achieved this by being viewed by parents as an organisation that would ‘ensure’ a 
healthy birth either by protecting the baby or by being able to provide a cure in times 
of need. In many cases although not all, this ‘expert system’ was open to question 
after the stillbirth. This would result in parents becoming active consumers in a 
subsequent pregnancy and to be more doubtful of the ‘medical knowledge’ presented 
to them in the future. The stillbirth gave parents the authority to behave in this way. 
Medical care, however, was not the only factor that promoted the parental 
expectations of a live baby. Another dimension of their expected parenthood was the 
perceived ‘invisibility’ of stillbirth.
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The invisibility of stillbirth?
As noted in the literature review, writers such as Layne (1997), as well as those who 
have contributed to the pregnancy loss self-help literature, have claimed that 
pregnancy loss is surrounded by silence. Indeed, this was a phenomenon mentioned 
by the overwhelming majority of parents interviewed: 15 of the 22 participants who 
had had a stillbirth referred to a lack of knowledge of such events or, at the very least, 
claimed that it was information that did not pertain to them as illustrated by the 
following:
Diane: I didn’t read the chapter [refers here to text aimed at expectant 
mothers] and I kind of assumed that it was only something that happened 
if you had an early baby rather than full-term.
[C04-SB-01-W]
George and Grace were unusual in that they knew a couple who had suffered a 
stillbirth. Indeed, while not expecting a problem, Grace was prepared just in case 
one occurred:
Grace: I was wearing a pantyliner ’cos the year before a friend of ours 
had lost a baby and she’d lost because she was spotting blood and it 
turned out in fact it was, it wasn’t her blood it was the placenta blood and, 
um, the baby was, had died, part way through labour and so I kind of was 
a bit conscious that I wanted to, to spot anything.
[C07-SB-01-J]
Ann, who lost her sixth child, had her own history of pregnancy loss. She and her 
husband both came from large families where there had also been infant deaths: she 
was perhaps the most aware of the threat of loss not only during pregnancy but in the 
first year of life as well.
Of the 15 who claimed little knowledge of stillbirth there were three main 
sites of silence that were identified: first, there was an absence in the literature aimed 
at expectant parents and at ante-natal classes; second, there was a lack of awareness 
of stillbirth in the social circles within which parents moved; and third, from fiction. 
As noted in the previous section, all the mothers had experienced some sort of ante­
natal care and most of the first-time mothers had attended childbirth classes that were 
either run by their midwives or by the NOT; moreover, women tended to have read at 
least some literature around pregnancy. Nearly all such mothers claimed that losses 
were not referred to at the ante-natal classes or were marginalized and most mothers
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claimed that information about stillbirth was not to be found in the books. For 
example,
SM: Did they ever mention stillbirth or miscarriage? At NCT?
Hannah: Well they mentioned miscarriage more and they did talk about 
[miscarriage], you know but I don’t think there was a lot of talking about 
if things go wrong.
[C08-SB-01-J]
Amy’s account accorded with Hannah’s views but she included her own theory as to 
why this might be so:
Amy: I think, you know, in the books that you read, like the pregnancy 
books they so, they gloss over stillbirth. They mention it and they usually 
put in, like the website for Sands, but then that’s it and at the parentcraft 
class they sort of say the things that can go wrong but that’s it and I mean 
that’s probably appropriate because when you’re sort of very pregnant 
you perhaps don’t even want to hear that things could still go wrong. 
[M12-SB-01]
This observation was underpinned by Fiona who, at the time of the interview, was 
training to be an NCT ante-natal teacher:
Fiona: I do find [the NCT] a bit awkward when I am around pregnant 
people actually, ’cos it, but you feel like you’re a sort of black cloud. 
[C06-SB-02-W]
While it might be that those who write books aimed at parents strive not to 
alarm expectant mothers, an unintended consequence of a failure to engage fully with 
the issue of pregnancy loss might be a lack of perception by the expectant parents of 
stillbirth as a possible outcome. Notions of success are implicitly reinforced, with 
the consequence being that stillbirth can be a greater shock and possibly less 
manageable than otherwise. This may not necessarily have been the original 
intention of the author but the mother herself who, in avoiding reading disquieting 
material, actively avoids knowledge of loss. But while Amy considered that the lack 
of in-depth information about stillbirth was to ‘protect’ pregnant women, Tanya saw 
it as a myth that was intended to keep women naive and thus disempowered. She felt 
betrayed:
Tanya: You know they failed to mention that babies actually die. They 
don’t want to let you know that. It makes me so cross, you know, we’ll 
just keep them all naive and in that little bubble, you know.... You’re 
very much taught by the media, the hospital, your friends, you’re going
105
to have a baby. Especially once you get past 12 weeks, everybody, that’s 
how you’re, that’s what you’re taught.
[M07-SB-01]
There is a Marxian resonance in Tanya’s words: in her decision to take a route which 
precludes highly medicalized childbirth, Tanya is already acting outside of 
mainstream ideas by engaging an independent midwife; the stillbirth encourages her 
to view the discourses that surround childbirth as a conspiracy. According to her, 
there is what might be termed a ‘false maternal consciousness’ wherein the illusion 
of success is encouraged by the superstructures surrounding birth. These 
superstructures might include those agencies with a vested interest in successful, 
unproblematic births such as the National Childbirth Trust (NCT); however, Tanya 
also referred to ‘friends’ as supporting this belief as well.
A further aspect of the ‘invisibility’ was the silence among social networks 
around loss. This had a far greater impact for women than for men. With women 
tending to be associated with the family and the private sphere, as noted in Chapter 
Three, it might be presumed that they should have greater knowledge of people who 
had delivered stillborn babies. Many of the mothers mentioned that, when the 
stillbirth occurred, people whom they had known for years would suddenly come 
forward to say that it had happened to them; occasionally mothers would reveal 
losses to their bereaved daughters. The excerpts that follow illustrate this 
phenomenon:
Tanya: The frinny thing is there was five other ladies who’d had stillborn 
babies over a period of 20 years at my school, some known, some not 
known, but became known when they broke down in tears when they 
heard about my [son].
[M07-SB-01]
Jane: Since [daughter] died, people who I never knew it happened to like 
me next door neighbour, me mam’s next door neighbour, she came round 
after [daughter] died and she’d lost one at seven months falling down the 
stairs. I’d known this woman for like twenty-odd years and never knew 
this about her. And the other side of me mam’s had lost, I knew that 
[cousin] had been a twin, ’cos she’d lost her daughter at thirty so that 
overshadowed everything, but [cousin’s] twin had died at birth. So that’s 
two people either side of me mam.
[ClO-SB-Ol-J]
Rebecca: After I lost it my mum came to see me and I was amazed that 
the same thing had happened to her and she’d lost a baby about 30-
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something weeks and she’d actually been at home and haemorrhaged in 
bed.
[M05-SB-01]
Penny: She was my cousin and I never even knew her name.
[M04-SB-01]
The lack of knowledge of stillbirths among kin is notable. With the 
importance attached to genetic ties and medical histories that extend beyond the 
patient and encompass the wider family, one might expect that the later pregnancy 
losses in families would be events of which these women might have knowledge.
While in some cases mothers were angry about this silence, it was possibly a 
reflection of generational differences. The losses referred to in these contexts were 
experienced in a different climate of care, before the move to encourage parental 
contact with the stillborn that was considered in Chapter Two. Indeed, that baby, 
suddenly ‘known’ about years later, may not even have been given a name. Not only 
might there be shock in the sudden knowledge of stillbirth with regard to family 
members but for those who suddenly knew about an elder brother or sister who had 
died, this might prompt a reconceptualization of their own place in their family. On 
the other hand, a new awareness of the knowledge of the familial loss had the 
potential to bring comfort too:
Penny: At least I wasn’t the only one it had happened to.
[M04-SB-01]
For mothers, then, this absence of knowledge is an important way in which an 
illusion of successful pregnancy has been fostered.
Occasionally there would be reference to a lack of stillbirth in fiction and, as 
stated earlier, Tanya referred to the media as one site of silence; when relating her 
experience, Christina referred to the heroic storylines in soap operas and television 
dramas and these insights suggest a link between fiction and the expectations that 
parents have of medicine:
Christina: You see it on telly all the time, you know? The babies are bom 
and they might not be breathing but they always bring them round. There 
were one on Casualty last night. The baby always survives because they 
don’t have babies dying on telly, do they? It’s not very nice. 
[M14-SB-01*]
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Christina did qualify this claim by referring to a storyline in the American drama ER, 
where one of the doctors had a stillborn son. This became a reference point for her:
Christina: I had that on my mind, I went onto autopilot and I 
remembered that episode.. .that just stuck in my mind. And that’s so 
weird that I kept comparing it to that. That’s a stupid programme on 
television and, um, and it somehow, that were part of it.
[M14-SB-01*]
One might reason that different television viewing and reading habits of men 
-  especially with regard to parenting guides and birth manuals meant that men were 
less likely than women to have encountered information on stillbirth. While there 
are texts that are aimed at expectant fathers (for example, Brott, 2001; Rodgers, 
1999), no male participants referred to reading them. Men were in accordance with 
women as they, too, claimed not to know anything about stillbirth before it happened 
to them. Fathers such as Carl referred to his perception that societal expectations of 
childbirth were at odds with the reality that he experienced. The received message, 
albeit implicit, was that childbirth was easy and was safe.
Carl: We had no idea that stillbirth might happen or any idea of the 
statistical probability. All the literature around pregnancy and birth, as 
well as NCT childbirth classes, made childbirth look easy and safe. 
[C03-SB-01-M]
SM: Did they ever mention stillbirth or miscarriage? At NCT?
Harry: Not really.
[C08-SB-01-J]
Bob summed up the consequence that the absence of cultural reference points -  
whether from fiction or based in fact -  had on him:
Bob: I had no guidance. There was nothing that I’d ever seen in my life 
that prepared me for that moment; nothing on film, nothing in books, 
nothing at all.
[C02-SB-04-J]
It is a salient point Bob makes that, in the want of a personal knowledge of such 
types of death, the media, whether conveying fiction or fact, is one area in which 
individuals might be prepared for untoward events.
In considering silence around stillbirth, there is little difference between 
genders in noting the perceived absence of stillbirth in the literature and in the 
discourses that surround pregnancy, whether these are at ante-natal classes, NCT
108
classes or in parental guides to pregnancy. Mothers, however, were far more likely 
to mention an absence of knowledge of stillbirth within their social circle than fathers. 
As Isobel pointed out, pregnancy and childbirth were subjects that pertained more to 
women than to men. The combination of medicalization -  an ‘expert system’ in a 
modem society -  and ‘absence’ of knowledge of the likelihood of stillbirth may not 
only be seen to contribute to the shock of advanced pregnancy loss but as an 
encouragement to self-defme as ‘parent’ in relation to the expected baby before it is 
bom. Moreover, the absence of mention of stillbirth in the media reinforces the 
curative potency with which medicine has been popularly endowed. However, it 
must be conceded that in some cases parents encounter a reference to stillbirth but 
this tends to be disregarded as relevant to themselves suggesting that there are other 
factors that contribute to an expectation of success.
Maternal competency
In Chapter Three the notion of ‘matemal competence’ was outlined. This was the 
suggestion that women feel that they should be “...able to protect and foster the 
growth of their children” (Ruddick, 1980: 344) and that the matemal practice that 
springs from this competency begins as soon as “...conception is recognised and 
accepted” (p. 348). Out of 22 participants none mentioned the word ‘competent’ hut 
competency was implicit in 14 accounts. The notions of fostering and protecting 
their child before birth were often drawn upon by referring to discourses around 
pregnancy that recommend the mother not to smoke or to drink. These ‘parenting’ 
tasks can be understood to be ‘social’ as they are undertaken in relation to another 
person. By way of contrast, fathers would not speak of themselves behaving in this 
way, although there had been obvious preparations made for the arrival that men had 
been involved in, such as buying equipment and preparing rooms. Indeed, Alan had 
made his daughter’s crib. The majority of tasks, however, in relation to the baby 
were undertaken by women, perhaps understandably, as these aspects of practice 
were related to biological differences and the mother’s physical connection to the 
foetus. These tasks were ‘lived’ by women in a way that they could not be by men: 
fostering the child became a way of life. However, while ostensibly biological, these 
tasks and attitudes towards pregnancy were informed by societal ideals of 
motherhood. There are two main aspects to this competency within the accounts:
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the first is ‘rule-following’, which might include attending antenatal appointments, 
having diagnostic tests and refraining from smoking and drinking and were located 
in medical advice; the second aspect is ‘knowingness’, part of an ‘essentialized’ 
motherhood.
'Rule-following’
Katz Rothman (1989), as noted in Chapter Three, reminds her readers that all 
cultures have taboo acts surrounding pregnancy. A cursory glance at government 
advice aimed at pregnant women demonstrates that Western industrialised society 
has recommendations for specific behaviour in pregnancy. However, any strictures 
that exist around pregnancy are socially constructed: in late modernity the advice lies 
in a scientific discourse that is privileged over other belief systems. In common with 
other societies, many of the advocated behaviours during pregnancy are based on 
consumption; for example, soft cheese, pâté and certain types of fish are to be 
avoided and a ‘healthy’ diet is recommended. Early in the interviews, mothers 
would stress how they had refrained from two particular behaviours in order to 
protect their child -  smoking and drinking. Indeed, in many of the interviews, 
mothers would say that they had not done anything ‘wrong’. This may be interpreted 
as a way in which mothers might attempt to exonerate themselves from blame lest 
their behaviour is considered faulty:
Penny: We had a post-mortem but it was unexplained. I hadn’t drunk, 
hadn’t smoked.
[M04-SB-01]
Barbara: I don’t smoke, I don’t drink and so it was none of those, I don’t 
take drugs, all those eliminating factors.
[M13-SB-02]
The modification of behaviour or adherence to ‘good’ practice during pregnancy can 
be seen as a way in which mothers might assume some element of control over the 
outcome. Indeed, health-care messages are powerful and often participants would 
contrast their own exemplary behaviour with the actions of those whom they viewed 
as ‘less-deserving’ mothers due to their refusal or inability to obey the ‘rules’:
Una: iShe [the midwife] also delivered a baby to a lady, or teenager I 
should say, on drugs and this baby then had to fight for its life. And I 
remember somebody saying a comment, you know, “We saw [midwife]
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the other day.” I said “Oh right,” she said, “She had to deliver this baby, 
why did they let [that baby live]? If there is a God and stuff, why did he 
let that baby struggle and took Una’s? Why take Una’s when that baby 
obviously had to struggle.”
[M08-SB-03]
Jane: I begrudge people if I see them smoking [when] pregnant or [I 
think] “I bet you end up with a healthy baby out of it.” And sometimes I 
think if I’d been a heroin addict or... whatever, crack addict I would have 
been monitored.
James: Just drank and smoked all the way through.
Jane: I’d have been monitored to the hilt and probably had a perfectly 
healthy baby. I feel like almost I’ve been punished for behaving properly. 
[ClO-SB-Ol-J]
For the mothers interviewed here, there were specific stereotypical notions of 
‘bad’ mothers which contrasted with societal ideas of the ‘moral mother’ referred to 
in Chapter Three. These ideas were used to stigmatize other types of mother who 
were believed to behave in ways that were seemingly harmful to the baby. By 
contrasting themselves with such women, they highlighted the unfairness of the 
stillbirth: mothers expressed their belief that they had been ‘punished’ for behaving 
with propriety. Misbehaviour, they believed, merited special treatment and attention 
such as extra monitoring and this added to their sense of injustice. Una’s account of 
the ‘struggle’ of the baby bom to the crack addict is pertinent. In other situations a 
baby’s struggle for life might be lauded, however, here the conversation takes almost 
an invidious turn when the account of the baby’s stmggle suggests it would have 
been kinder if that child had itself died and it had been a different mother who had 
been bereaved. These lay evaluations of unfairness were reinforced by the parents’ 
social circle and, in one case, by the medical profession when a consultant evoked 
the stereotype of the ‘bad’ mother:
Grace: He [the consultant] went on about prostitutes and dmg addicts. 
“[They] have healthy babies, drink, smoke”, he said.
[C07-SB-01-J]
This aspect of matemal competency can be linked to the matemal refusal to engage 
with information on pregnancy loss that was noted in the previous section. For the 
mothers interviewed, as their behaviour was such that they ‘deserved’ a baby, there 
was little need to consider literature that addressed stillbirth and other types of 
pregnancy loss. By following the ‘mles’, participants considered that they had a
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modicum of control in pregnancy thereby underpinning expectations of success 
through their own behaviour.
Well-intended recommendations from government agencies and health 
professionals, however, have unintended consequences: in a society where science 
might be expected to provide reasons for the loss, the unexplained stillbirth invites 
possible conjecture that the mother may be at fault. One mother explicitly mentioned 
recounting to others that she had ‘behaved well’. Christina surmised that there 
would be a chance others would then scrutinize her own behaviour:
Christina: But there has to be a reason. There doesn’t have to be; but 
most people think there’s got to be a reason for things to happen. So I 
wonder if people look at me and think “Well, why did her baby die?
What happened?” If I’d see them out, if I had a drink in one hand and a 
fag in the other I’d say “I didn’t drink or smoke when I were pregnant 
you know”. I didn’t exactly say it like that, but I wanted them to know. I 
didn’t want them to think “God, she was like this when she were 
pregnant”.
[M14-SB-01*]
Having argued in Chapter Three that Coffman’s (1963) concept of stigma 
might be of use, the accounts support this. If the mothers interviewed considered 
certain behaviours as being detrimental to a baby’s health then might not members of 
their social network suspect them of indulging in the same behaviour and, therefore, 
blame the mothers for the stillbirth? For many of the women interviewed their 
‘actual social identity’ was ‘moral mother’; however, the stillbirth served to threaten 
them with the possibility that others might impose upon them a ‘virtual social 
identity’ : of ‘immoral mother’. The interviews demonstrate clearly how ideas of the 
‘good’ and ‘bad’ mother impact upon a mother’s experience of stillbirth. The ‘moral 
mother’ is competent enough to behave well and deliver a live baby as she has 
protected and fostered it throughout the pregnancy, the bad mother either chooses not 
to or is unable to exercise competency. Social parenting -  as in behaving in ways 
that would protect the baby that were informed by medical discourse -  can, therefore, 
be seen to begin for mothers before birth. Tanya, the one mother who had rejected 
medicalized pregnancy and birth, perceived an implicit blame upon her due to her 
‘failure’ to utilize the technologies of medicine:
Tanya: I always felt odd [at Sands coffee mornings] because once I 
started to say that I was home birth [and] I didn’t have any scans and I
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always got that feeling that there was this kind of, “Well that’s why your 
baby died, because you didn’t have a scan.”
[M07-SB-01]
It is notable that all the other mothers interviewed had had a scan yet their babies still 
died: for Tanya she had the general feeling that her peer group considered the scan to 
be a necessary tool to protect her baby. An understanding of the capabilities of the 
ultrasound scan in protecting an unborn baby, albeit an unrealistic expectation, has 
the potential to stigmatize the mother of the stillborn if she has acted outside of 
mainstream ideas. Moreover, while McCreight (2007) has argued that support 
groups serve to support those who have had similar losses, Tanya’s peer group seem 
to be less than sympathetic to her plight.
Due to their lack of a physical connection to the baby, men did not refer to 
rule-following with regard to their own behaviour during their partner’s pregnancy. 
They had no rules to follow in the way that women do, although there is research that 
links miscarriage to passive smoking; but it was not apparent that any of the men in 
this sample were smokers. Advice that recommends that men be in the best of 
health prior to conception was not referred to either: this advice presupposes that 
babies are planned; while all of the participants wanted their baby, not all of the 
pregnancies were planned. Men did, however, reinforce the idea that their wives had 
been competent and behaved in the way that they ‘should’. This reinforcement 
would be either direct or implicit at time when men did not contradict their partners 
during the interview. Similarly, nothing was said by men in an individual interview 
to blame their partners. For men, competency was a property of their partners:
Bob'. You [to his wife] were also very careful. I mean you did absolutely 
everything by every book that we could read and knew about. You took 
all the right vitamins, avoided all the wrong foods. You did, you know, 
[you] changed your exercises at the gym.
[G02-SB-04-J]
While the men’s competency might not have been a property held by them, 
competency did affect them. In observing their wives behaving ‘properly’ and 
obeying the strictures laid down by medicine, their own expectations of success were 
bolstered. Draper (2002b) coined the term ‘body-mediated moments’ in explaining 
fathers’ attempts to bond with the unborn child. The attempts to bond through 
‘body-mediated moments’ are made possible tlirough what might be termed ‘body-
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mediated competency’: it is the mother’s behaviour in pregnancy that, for men, 
partially reinforces their notions of success. A further aspect to competency was 
mentioned only by mothers: the awareness of what was taking place in the mother’s 
body.
'Knowingness ’
It became apparent that the mothers interviewed assumed that they themselves 
should have knowledge of what was happening within their bodies. This assumption 
was based on popular ideas of matemal competency and the ‘moral mother’ but was 
also part of an ‘essentialized’ discourse of motherhood. It involved the idea that they, 
as ‘good mothers’ would have an ‘instinctual’ knowledge of what was happening 
within their womb. Notions of a mother’s ‘instinct’ were voiced within the 
interviews with the mothers and how such instinct was located in their body. A 
mother’s possession of this ‘knowledge’ would surely mean that if problems 
occurred they would ‘know’. In cases where the baby had been dead for some time, 
it was this lack of awareness of the change in the status of the baby that had led 
women to assume that the baby was healthy. This is important to note as, in talking 
retrospectively of their experience, women blamed themselves for not realising that 
something had gone wrong and this led those mothers to question their competency. 
The following excerpt is an example and Grace refers implicitly that the baby would 
have been communicating his distress with her. In casting the experience in this light, 
she imputes a consciousness to the child -  and that she, as its mother, should have 
been able to act to save him:
Grace: I think I was sort of ashamed to tell other people that I hadn’t, um, 
I had failed, you see. I had, had failed again. I guess it’s that failure 
thing. I’d failed to produce a baby and I’d failed to notice when the bahy 
was in distress...You know, did I stop him being bom? Was I so scared 
of going through the birth and the pain and everything but my head 
stopped me going into labour and missed all the kicks and the cries for 
help and those kinds of things?
[C07-SB-01-J]
Penny: I wondered why my body hadn’t told me something was wrong. 
[M04-SB-01]
Two mothers noted that they avoiding using the term ‘stillborn’ when relating their 
stories to others: the idea that the baby died inside them was anathema and they
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preferred to talk of the child dying at birth. This can be seen as a resistance to the 
idea that their womb -  a place of life -  had, in their case, become a place of death; 
they hid from others that they had not noticed that the baby was dead. Again a 
recourse to Goffinan (1963) is timely: while not ‘passing’ in the sense that they were 
actively denying their status of bereaved parent, they were concealing part of it, 
concerned perhaps that the baby dying within the womb is a more stigmatising 
experience than the death than occurs during labour or soon after.
In her interview, Maggie, a south-Asian woman, tells of how her mother 
helped to make her feel culpable in the death of her baby. Her mother is claiming 
that she should have realised that her body was not behaving as it ought and therefore 
realise that her baby was in trouble:
Maggie: My Mum kept saying “You killed him, you killed him”. She 
kept saying “You didn’t know, you read all these books and you didn’t 
know what was happening. And you tell me now that your tummy kept 
moving up and down and going hard.” And you know, for a long time I 
blamed myself.
[MOl-SB-OI]
Here, Maggie’s retelling of her mother’s rections suggests that her mother is 
encumbering her daughter with matemal responsibility. In doing this, her mother is 
drawing on ideas that suggest that Maggie should have retained control over her 
pregnancy; to support this allocation of blame, Maggie’s mother calls on the 
literature that Maggie had read that should have equipped her to protect the baby. It 
is a double responsibility as the required knowledge is both physical and leamed. 
Maggie’s mother is directly blaming her for the stillbirth and, therefore, doubting her 
competency.
The physical nature that characterises the discourse of the ‘matemal instinct’ 
was claimed by Christina to be reinforced by the midwives she encountered:
Christina: That’s why I don’t like that normal bit at hospital, because, 
um, it’s still got that horrible attitude that midwives have that your baby 
will be all right and your body knows. I can’t explain it to you but I don’t 
like it.
[M14-SB-01*]
In this case the perception Christina had of the midwife’s attempt to ‘naturalise’ 
pregnancy in this way, served to compound her guilt. This guilt might also be
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reinforced for participants by listening to other women’s claims that they ‘knew’ that 
something was wrong with the baby:
Grace: Some of the other mothers you hear through Sands too, say they 
know when it happens, they can feel it, they know all those things. It 
makes me feel terrible sometimes, you know, thinking that I didn’t notice 
it.
[C07-SB-01-J]
While the support group might ostensibly be seen to be a place of refuge, in this case, 
for Grace, it is a place where she questions once more her competency as a mother. 
It serves not as a support but as a place where other women’s competency may be 
contrasted with her own which Grace perceived to be lacking.
Some of the women interviewed said that they had an' idea that things had 
gone wrong. In the first example, Isobel refers to a ‘knowingness’, that the 
pregnancy would end unhappily, but within her interview, she also referred to 
extensive testing that had assured them of their baby’s health. While she might have 
perceived that feeling to be a ‘knowingness’ within the excerpt are clues that point to 
reasons other than ‘instinct’:
Isobel: I can’t quite explain it, maybe you understand slightly where I’m 
coming from? I think deep down inside me, I sort of did know that things 
weren’t right. There was no reason that they, all the scans kept telling me, 
yep, yep, [she’ll be fine] but somewhere deep inside me I think I knew 
that I wouldn’t . .. be pushing my little girl.
[C09-SB-02-J]
Penny: I had a ‘beautiful’ pregnancy, but on the day I went for my echo 
at 37 weeks + 5 days, I just felt sad.
[M04-SB-01]
Tanya: I just knew there was definitely something wrong whether there 
was anything before that I can’t really recall, but I definitely recall the 
movements in the morning and then I just recall the two o’clock lunch 
and nothing there so whether I’d had any suspicions before that I can’t 
honestly say but I do know at two o’clock I just thought this isn’t right 
and then I started all the pushing and all that and all that and just nothing 
happening. And just going within myself silently just went into myself. I 
went to yoga and everything, all through the class I, I remember I put 
myself in a comer away from everybody else. I just kind of like an 
animal instinct kind of thing.
[M07-SB-01]
Close examination of the above extract suggests that such knowingness is based on a 
conscious awareness of a lack of movement in the womb rather than on an instinctual
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knowledge that might be based in societal discourses of motherhood. Moreover, 
those women who claim that they ‘knew’ something was wrong reinforced the lack 
of such knowledge for other women who had no ‘knowledge’ that their baby was in 
trouble. This demonstrates the powerful nature of the discourses that surround 
motherhood particular those that are deemed to be rooted in ‘instinct’ as women seek 
to confer this ‘instinct’ on themselves.
But for those women who lead busier lives, the lack of movement might not 
be so easy to spot and, moreover, pregnancy ‘myths’, such as the one that suggests 
that babies go ‘quiet’ and move less just before birth, were cited by four mothers as a 
reason why they were not worried when not so many kicks were felt. Indeed, some 
women spoke of the baby seeming to move although it had already died:
Grace: So when they told me he died before, I said, “But I was feeling 
kicks,” and they said, “No.”
[C07-SB-01-J]
A possible way in which mothers might regain a sense of their own 
competency would be by attempting to pinpoint the precise moment of death:
Fiona: I went to have a bath and I was literally watching him move in the 
bath. And, um, how I remember it was that it was such an exaggerated 
move. He literally came right up on one side -  really up and then just 
went down. And of course I never thought anything about it at the time 
but I, I believe now that that was actually when he went [died]. ’Cos he 
just really came up, so extreme, and then just went back down and that 
was it.
[C06-SB-02-J]
Isabel: Actually looking back we think we know now that was the actual 
weekend that she died but I’m ashamed to say I didn’t notice her not 
moving.
[C09-SB-02-J]
The need to decide when the baby had died might be seen as important when 
cataloguing so brief an existence. It follows, therefore, that in the case of women 
who had not noticed that there was a problem -  and that as pregnant mothers they 
should have known -  then this lack of awareness might contribute to their 
expectations of success in pregnancy: competency in motherhood involves knowing 
what is happening within your body. This, of course, again distinguishes women 
whose babies died in the womb from those whose babies died during labour.
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In contrast to the mothers, there was little consideration of what might be 
termed ‘paternal competency’ before birth. The nearest parallel was Penny’s 
husband, although this was reported by his wife rather than himself:
Penny: He was angry because he couldn’t stop what was happening. He 
said he didn’t feel like a man.
[M04-SB-01]
This man’s sense of masculinity was claimed to be threatened by the stillbirth, which 
can be seen to be based on a conceptualisation of masculinity that considers the male 
to be the ‘protector’ of his family. Two other men reported their sense of inadequacy 
in relation to not protecting their child. For Ian, whose daughter died in the womb 
and who could do nothing, there was still room for guilt:
Ian: Yeah, or guilt. ’Cos it should have been me and not 
[daughter]. ’Cos that’s the natural way of things. Your children are bom 
and your parents die so I feel a bit, I don’t feel comfortable with that I 
have to say.
Isabel: You have more of that than me.
Ian: I have an issue with that. And I didn’t protect her.
[C09-SB-02-J]
While Bob realised that rationally there was nothing he could do, an ideology of an 
‘all-powerful father’ who could save his son merely by the force of his love and his 
touch, was apparent in his account:
Bab: I thought, if I could just reach over and just kiss him or something I 
could make him better, but of course there’s nothing I could do. 
[C02-SB-04-J]
Although Ian’s idea that somehow he could protect his child while still in the 
womb might resonate with competency, paternal protection can only begin after birth. 
This serves to differentiate the experience of women from that of men, as it is 
mothers who have spent more time and energy in the pregnancy. It is women who 
consider themselves as being in control of the outcome rather than men and this 
belief is based on their following the recommendations of maternal behaviour in 
pregnancy. While they were aware that some women might have problems during 
their pregnancy because of their behaviour -  a notion that conflicted somewhat with 
their claims of invisibility of stillbirth -  their own behaviour led mothers to assume 
that stillbirth would not happen to them. The final factor that underpinned mothers’ 
expectations of success was also related to the body and is integral to ideas of ‘rule-
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following’ and the beneficence of medicine. The final section considers ‘bodily 
integrity’.
Bodily integrity
The concept of bodily integrity relates to two bodies: the first is the mother’s and her 
ability (or not), as one participant framed it, to ‘sustain’ a pregnancy; the other body 
is the baby’s. Stillbirth, especially for those who lose their first child, can throw into 
doubt one’s body’s capability to have a child which may not have been questioned 
before. The father’s body, having already provided the genetic material, becomes 
unimportant. This section looks first at the mother’s experience of her own body 
before and during pregnancy and then at that of the baby.
The mother’s body
Although government advice concerning pre-conceptual care exists, no mother 
referred to it explicitly while relating her experiences; what was referred to was the 
condition of the mother’s body before pregnancy. Charlotte, for example, had 
worked as a personal trainer; her husband referred to her as the ‘fittest person he 
knew’. The conceptualisation of their bodies as fit implies that they would be 
healthy enough to have a successful pregnancy. Moreover, for those who had 
already had a baby, they were able to call upon the evidence of their previous 
pregnancies.
Christina: And I’d had an all right pregnancy with [first daughter]. 
[M14-SB-01*]
The experience of the pregnancy itself was also referred to. Many of them, despite 
aches and pains of an incidental nature that were accepted as ‘occupational hazards’, 
defined the pregnancy as ‘normal’, which can be equated with ‘healthy’. Even 
women who were experiencing their first pregnancy were able to define it in such a 
way. This conceptualisation of normality reinforced the shock at the end:
Tanya: That was my pregnancy really -  uneventful, normal, textbook 
perfection. Except the end.
[M07-SB-01]
Hannah: I was just having a normal pregnancy.
[C08-SB-01-J]
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Fiona: Everything v^ as fine. I didn’t see the consultant or anything. Just 
went through the pregnancy as normal.
[C06-SB-02-J]
Ann: There was no signs, were there Alan? ... It’s not like I’d been ill. 
[C01-SB-06-J]
The word ‘normal’ is important. A normal pregnancy ends in a live, healthy baby 
and so their own perceived ‘normality’ during pregnancy underlined mothers’ 
expectations of success:
Christina: I just didn’t think that I would have a healthy pregnancy and 
then a baby die at the end of it.
[M14-SB-01*]
However, not all were able to demonstrate that their bodily integrity was intact 
before the pregnancy. One participant had suffered from breast cancer and for her 
the stillbirth served to reinforce her body’s failure:
Penny: I walked around thinking, “Is it me? Was it preventable? My 
body’s let me down twice.”
[M04-SB-01]
Another woman, although perceiving herself as fit, had been categorised as ‘high- 
risk’ by the medical profession:
Amy: I’d been a high-risk pregnancy only because of the fact that I was 
overweight, um, and in this area here if you have a BMI of over 30 they 
automatically refer you to the consultant. Well, it’s regardless of how fit 
and healthy you are, they just refer you.
[M12-SB-01]
Even for women who may have been characterised as ‘high-risk’, either for 
their weight or for previous medical problems, the care that the medical profession 
gave them still encouraged them to believe that things would go well. As such, 
bodily integrity can be seen to be linked to medicalization, as ante-natal care 
confirms the mother’s bodily integrity, while rule-following (an aspect of 
competency) is a way in which the integrity of the body can be protected. For the 
following participant, knowing that her husband’s niece had lost a baby did not 
worry her as she conceptualised -  incorrectly as it turned out -  that the baby stillborn 
to her husband’s niece died due to a problem with the niece’s health:
Jane: Even when James’s niece’s baby died... he’d be seven wouldn’t he? 
I never ... I actually didn’t take that much notice... I can’t . .. until I
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spoke to [niece] and afterwards after [daughter] died and she told me 
what had happened, I don’t think I knew. I think I thought her story was 
she’d gone into labour early on or there was something drastically wrong, 
but there wasn’t. There was nothing wrong with her baby either. 
[ClO-SB-Ol-J]
This part of the interview reinforces the notion that problems would be picked up 
earlier in pregnancy through medical tests: the realisation that there might not be 
markers that would indicate the possibility of a stillbirth, means that the stillbirth 
may throw into doubt the integrity of the mother’s body in the future. Having lost 
one baby, Hannah wondered what that might mean for future plans:
Hannah: That’s the thing, you don’t know if you can do it. That was 
always at the back of your mind. You just think, is this ever gonna 
happen for me?
[C08-SB-01-J]
In contrast to all the other mothers interviewed here was Charlotte. Her comment 
throws into sharp relief the concerns and worries mentioned by the other mothers. 
Charlotte and Carl’s son died during labour and the NHS trust admitted liability. As 
she said:
Charlotte: I’m lucky. I have nothing to feel guilty about.
[C03-SB-01-J]
The phrase ‘nothing to feel guilty about’ recognises the complex nature of discourses 
around pregnancy and motherhood and how these ideas may serve to affect those 
women who lose their baby to stillbirth, especially those whose loss was unexplained. 
As noted earlier, rule-following in pregnancy is about protecting the baby. The 
mother’s body is inextricably linked to the baby’s and it is to this body that the 
chapter now turns.
The baby
Obeying the rules such as not drinking and not smoking served to make the women 
feel that they were actively protecting the baby’s bodily integrity. This behaviour 
was then reinforced by their attendance at regular check-ups which would have 
included listening to the heartbeat. Certain screening tests -  tests that confirm the 
bodily integrity of the foetus -  had also been performed. Few of the parents 
mentioned that there had been any problem with ante-natal screening and any
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worries that they may have had as a result of this were laid to rest by further tests, as 
in the case of Isobel referred to earlier. Only one participant, Tanya, refused tests as 
she knew she would be unwilling to have an abortion were there a problem with the 
baby. The reinforcement by medical professionals of the bodily integrity of the baby 
again underlined the expectations of success the women had. For example:
Jane: At your 20-week anomaly scan you’re told your baby’s healthy. 
Everything was fine wasn’t it?
[ClO-SB-Ol-J]
Isobel: Everything appeared fine. This was in the process of waiting for 
bloods to come back and seeing consultants. I was assured that 
everything was alright as this was the 20-week scan. But when the 
consultant got hold of the bloods maybe a couple of weeks later I was 
told to go to another scan at 24 weeks, 28 weeks and at 34 weeks for a 
brain scan which we did. We were a little bit worried but because the 
early scan had been okay we weren’t too bothered. We kept being told 
there would be no problems ... I’d had scans to make sure. Anyway we 
went for a scan at 24 and 28 weeks. Everything was absolutely fine, 
growing normally.
[C09-SB-02-J]
While Isobel worried about her tests she had had which suggested that there might be 
a problem with the baby, these fears were later allayed. This confidence was 
qualified by a suggestion of ‘knowledge’ that the baby would not be bom alive or 
healthy, but this is not necessarily a contradiction of herself, but an indication that 
conflicting emotions and beliefs may exist simultaneously. The ‘normality’ of her 
pregnancy gave Isobel cause to expect a live baby; a ‘normal’ pregnancy results in a 
‘normal’ baby and ‘normal’ babies are bom alive. The medical care that these 
women had received plus the rule-following all served to reinforce the bodily 
integrity of both mother and child.
Bodily integrity and the father
As with mle-following, men were far less likely to refer to their own bodily integrity, 
their part having ended at conception. Nor did they talk about the baby’s bodily 
integrity. However, one man did begin to think about how others would perceive 
him and his partner after the event. The implication is that healthy parents are 
equated to a healthy baby, a concept that only became clear retrospectively:
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Ian: And it puts a slur on us as patients [sic] that obviously there’s 
something wrong with our genes or we’re inadequate in some way, ’cos 
children don’t die. So I feel there’s absolutely nothing wrong but 
outwardly my perception of how we’re perceived is that we’re second- 
rate parents for some reason. God help the first person who ever says that 
to us [laughs] perhaps more of what my perception of the reality is rather 
than what it is.
[C09-SB-02-J]
Ian was the only male participant that referred to himself as a patient or considered 
that there may be a genetic reason for the loss and, therefore, was the only man who 
alluded to a possible threatened sense of bodily integrity in terms of his role at 
conception. However, while he accepted that there was apparently nothing 
genetically wrong with him, he did talk in terms of other people’s ideas stigmatising 
them and he mentions a possible ‘slur’ and, thereby, his account bears similarity to 
Christina’s who, as pointed out earlier in the chapter, was at pains to tell people how 
she did not drink and did not smoke while pregnant and actively tried to construct 
how others might perceive her.
Bodily integrity, then, pertains far more to the mother’s experience of 
pregnancy than to the father’s although, as with competency, men’s confidence in 
success can be seen to be a ‘bodily integrity by proxy’, as they have confidence in 
their partners’ ‘fitness’ to bear a child and the ‘fitness’ of that baby. There is, 
however, the potential in this context for men to doubt the integrity of their genetic 
contribution to the baby, although this was rare in the accounts.
Conclusion
In talking retrospectively of their experience it became clear that there were certain 
macro-conditions that led parents to assume that their pregnancy would end with a 
live baby. For mothers these conditions were: medicine, where health professionals 
and the technologies of medicine were present to protect the mother and the baby; 
silence, which consisted of a lack of knowledge of stillbirth either through social 
networks, a perceived lack of stillbirth in the literature around pregnancy and from 
fiction; competency, which depended on the mother’s behaviour and knowledge of 
her body; and bodily integrity. Men, as did women, considered medicine and its 
attendant technologies to be a contributing factor to success in pregnancy and also 
referred to a silence that surrounded stillbirth. The ideas of competency and bodily
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integrity pertained more to the mothers than the fathers due to the physicality of 
pregnancy. That is not to say that fathers did not refer to such concepts when 
considering their loss, but both competency and bodily integrity were properties of 
the mother. As such, men’s expectations of success in pregnancy that depended on 
these concepts might be termed ‘body-mediated competency’ and ‘bodily-mediated 
integrity’.
It can be seen, then, that lay ideas of medicine, motherhood and the body 
interlink and reinforce each other to foster a sense of success in pregnancy. 
Medicine informs women of how to be competent and health professionals supervise 
pregnancy and confirm the bodily integrity of both mother and baby. Competency is 
also assumed to ensure bodily integrity. These factors are underpinned by a 
perceived ‘invisibility’ of stillbirth in the media and in everyday interaction; the 
illusion of routine success remains. Moreover, as parents see themselves as behaving 
well in pregnancy, there is a dismissal of any available literature on stillbirth as 
irrelevant. The importance of these differences in the conceptualisation of pregnancy 
cannot be understated as it is these that go some way to explaining differences that 
men and women may experience when bereaved by stillbirth. What is common to 
men and women is the sense of unreality of the event when it occurs. Stillbirth sits 
uncomfortably, and is peripheral to, a Western, rational society in which science is 
expected to provide all the solutions to reproductive problems.
This chapter has established the conditions under which success in pregnancy 
may be presumed and how these conditions differ for men and for women. The 
assumption of success effectively allows the identity of the child, and of the men and 
wonien as parents, to begin to be constructed before birth. It is this aspect of the 
experience of stillbirth and the identity crisis that might occur after such a loss that is 
explored in Chapter Six.
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Chapter Six
Constructing identities
The preceding chapter outlined the macro-conditions that contributed to parental 
expectations that their baby would be born safely. The accounts demonstrated that the 
meanings parents attribute to medicine as a system in place to protect the baby, their 
belief in maternal competency and the mothers’ bodily integrity are factors that 
encourage the notion that pregnancy will be successful. These conditions are 
underpinned by the perceived invisibility of stillbirth whether this be claimed through its 
absence in parental guidebooks on pregnancy, ante-natal classes, in parents’ everyday 
lives or in fiction. As pregnancy is located within the mother, the macro-conditions that 
surround pregnancy have differential impacts on men and women.
This chapter explores the identity construction of the baby before birth and how 
the unborn baby is placed within a wider family formation and social network. The 
chapter also considers the identity construction processes that occur after the birth that 
result from the deployment of recommendations that encourage men and women to see 
and possibly handle their dead baby. It then looks at how the death impacts on the 
parental sense of identity and to this end focuses on those who lost their first baby: in 
these cases stillbirth highlighted the disjuncture between biological parenthood and 
social parenthood, which is examined in terms of the participants’ conceptualisations of 
themselves and how they consider others to perceive them. The experiences of mothers
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and fathers, bereaved through stillbirth, are contrasted with those first-time parents 
interviewed whose babies died neo-natally.
Parenting before birth
It was evident that identity construction had already started by the time birth occurred. 
However, this identity construction did not necessarily begin as soon as conception had 
occurred in the way Layne (1997) might suggest. Those mothers who had suffered an 
early miscarriage used their experience in order to underline their perception that their 
stillbirth had been a greater loss than their miscarriage. In doing this, their comments 
highlighted the differences between how parents conceptualised what was lost at the 
beginning of the pregnancy and what was lost in stillbirth:
Rebecca: I lost one at 12 weeks as well and they’re just not, they’re not 
babies at 12 weeks; they’re just lumps of flesh and blood.
[M05-SB-01]
Una: 11 weeks and five weeks. Um, so the first one was quite, you know, 
crikey it’s the first miscarriage sort of thing, but the second one it didn’t 
bother us at all.
[M08-SB-03]
Barbara: It [my miscarriage] was early. About, I think, five or seven 
weeks, something like that, so it was before I’d actually started getting that 
sort of feeling of morning sickness... so it wasn’t something that I grieved or 
felt bad about or anything.
[M13-SB-02]
Debbie: Although I know it would have been a baby, it obviously wasn’t 
right to grow.
[M15-SB-02]
By the time the birth was imminent, however, both men and women had performed what 
might be termed acts of social parenting with rooms being decorated and equipment 
bought:
Hannah: At that stage you’ve spent nine months preparing yourself to have a 
baby, you’ve got, the room’s done. But it’s not just the physical things, 
you’re just ready to have your baby. You’ve changed your life, I’d taken 
redundancy. I’d kind of, I was ready. Everything was in place.
[C08-SB-01-J]
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In some cases the baby was already named as identity construction had been aided by 
the ultrasound scan, especially in cases where the parents knew the sex:
Zoe: We had such a shock when we were told it was a boy. I was sure it was
a girl. We named him Charles -  after the bridge in Prague.
[Mll-SB-01]
SM: Did you know she was a girl?
Jane: Yeah, we’d had a 20-week scan, we had a 3-d DVD done as well.
SM: You ’re the first parents I ’ve met who have had that done.
Jane: It was good but I couldn’t watch it now.
James: No.
Jane: It’s at me Mum’s. I can’t even have it in here.
[CIO-SB-Ol-J]
Acting as a further aid to identity construction for James and Jane had been the purchase 
of a DVD recording that showed them their daughter moving while still in the womb. 
These DVDs were referred to in Chapter Three and here Jane recalls how impressed she 
was with the result. In hindsight, however, the images of the baby ‘alive’ and moving 
within the womb contrasted with its death have become too painful to watch. This is 
one technology these parents felt unable to use in order to provide ‘proof of life’ in the 
way in which Layne (2000) might claim they would. This might be to do with action 
and movement: watching the baby move reinforces parental understanding of the unborn 
as ‘alive’ in a way that a photo from the ultrasound scan might not. Moreover, meaning 
can be imputed to movement in a way that it is not possible to do with an ultrasound 
photo. Notably, they did have a photo of the baby that was taken after the birth displayed 
in their home.
In cases where there were already children in the family, the stillborn had been 
positioned within the family unit, with siblings often referred to as actively looking 
forward to a new brother or sister; as well as a wider social circle that included 
grandparents, aunts and uncles and friends, all of whom were considered by some 
parents to ‘know’ the baby. The following excerpts demonstrate this:
SM: So had you all really bonded with him?
Una: Yes. That was what it was. He was already quite a part of our friends
and family. He was already in the family before he’d even you know, was
sort of near coming out.... The girls (two daughters) were so much involved
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and now I wished I hadn’t, but I think it’s the way that they’ve coped 
because they already knew him before they knew him.
[M08-SB-03]
Diane: First grandchild [on both sides]. Everybody was very excited. 
[C04-SB-01-J]
Sheila: They’d [friends who attended the funeral] known my bump more. 
[M06-SB-03]
Una considers two different sorts of knowing. There is the knowledge that Una’s 
children and Sheila’s friends have of the child before birth and the physical knowingihdX 
the family would have had in the event of a live birth. The point to be made is that 
although the separated body is absent, knowledge of the baby’s impending arrival (made 
‘certain’ through the macro-conditions outlined in the previous chapter) is enough for 
parents to feel that their social circle can know the child and for it to be considered as a 
person. The unborn is understood in relation to these people. However, there are 
differences between men and women here. While the expectation of success enabled 
parents to consider themselves in a parental role and construct the expected child, a 
recurring theme was that men were not as ‘close’ to the baby as their partners were:
Debbie [Son] wasn’t really very real to him [partner] because, um, he never 
came to any of the appointments at the hospital when I was pregnant... he 
came to the scan, the 20-weeks scan, but he wasn’t, he wasn’t close to the 
baby; when he was born he held a tiny bit but he wasn’t really close. 
[M15-SB-02]
Ian: I think most men will agree that however pleased they are that their 
partner or wife is pregnant... It’s not real for us until the baby’s there. 
[C09-SB-02-J]
Ian was generalizing his own experience to that of many other men; but most of them 
agreed with his conceptualization of the gendered differences in bonding with the child. 
Carl concurred:
Carh I mean, you know, you are kind of one step removed from it, you 
know, as a father because you know you’re not carrying the baby so there 
isn’t that, sort of, I suppose physical tie, tie with the baby, um, yeah, [but] 
emotionally you are. You’re gearing yourself up for it, you know. 
[C03-SB-01-M]
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Even though it might not be quite ‘real’ and fathers are not as close to their expected 
child as mothers, this is not to say that the men interviewed had not begun to bond with 
their expected child or used tactics that might facilitate ‘closeness’. It was merely 
accepted that this bonding was not as advanced as their partners.
While other writers (Johnson and Puddifoot, 1998; Draper, 2002a) have 
suggested that the scan is a way in which fathers might bond with their child. Bob 
negated this claim. For him bonding occurred when:
Boh: [i]t starts moving and I can see the baby move and feel it, the baby 
moving and put my head on Bridget’s tummy and hear it and getting up in 
the middle of the night to turn on classic FM to help the baby get to sleep -  
because Bridget can’t sleep.
[C02-SB-04-J]
Bob, in contrast with Carl, is finding a physical way to bond with the child: rather than 
seeing a scan he is able to feel the child’s movements and attempt to contact the child -  
to calm him. This clearly demonstrates the ways that men attempt to increase their ties 
with an expected child and can also be seen as an aspect of performing fatherhood 
before birth. Rather than the scan it is ‘touch’ that is an example of what Draper (2002a) 
calls ‘body-mediated moments’ (see Chapter Three). Bob was not the only father that 
tried to have contact with the unborn during the pregnancy. Indeed, when mothers first 
voiced their concerns that something may be wrong, some fathers would attempt -  
through touch and voice -  to encourage the baby to move and, therefore, allay parental 
fears. For example:
Diane: You had a go at getting him to move didn’t you?
Dan: Mm.
Diane: And then?
SM: Just a prod or something?
Diane: Yes, just talked to him.
[C04-SB-01-J]
Tanya: he tried to listen for the baby’s heartbeat and he could hear 
something but obviously now we know it was my heartbeat.
[M07-SB-01]
Here it has been shown that identities are constructed before birth by parents. 
The unborn is given his or her position in the family and wider social network before
129
birth and is placed in relation to the parents’ social network. It has also been noted that 
in most cases women are positioned as closer to the baby than their partners, although 
women and men both talk of ‘knowing’ the baby. They may also talk of family and 
friends knowing the baby. Both men and women also perform aspects of parenthood 
before birth but women’s physical closeness results in women ‘parenting the child’ in a 
way that men do not and begins to inform an understanding of why the experience of 
stillbirth is gendered.
Parenting the stillborn
Even for those parents who knew before birth that their baby was dead, the role/identity 
of bereaved parent was one into which they were thrown with very little preparation. 
The overwhelming sense for many parents was of abnormality as their expectations of 
success had not allowed them to entertain the possibility that something might go wrong 
so late in pregnancy (see Chapter Five). The immediate aftermath of the participants’ 
loss reported here was akin to Riches and Dawson’s (1997) identity of ‘isolation’ that 
was reviewed in Chapter Two where the self is overwhelmed by grief, and ‘normal’ role 
identities -  or, in this case, expected normal role identities -  are extinguished. There 
was little sense of a division by gender at this point:
Grace: We just kept looking out the window going, you know, not believing 
that everybody out there was having a normal life and ours had just stopped 
really.
[C07-SB-01-J]
As a new mother or father of a living child, there are specific activities to 
perform and it is through the physical presence of a live baby and the performance of 
those tasks for that child, that the social identity of parent, begun during pregnancy, is 
first confirmed and then extended. Since the change in the guidelines regarding contact 
with the dead baby, there are now similarities for the parent of a stillborn to those whose 
baby survived, although the nature of the tasks differs. Over the last two decades post­
natal practices around stillborn babies have changed from recommending little or no 
parental contact with the child’s body to both mother and father being encouraged to at 
least see their baby (discussed in Chapter Two). The theory here was that in order for
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mourning to be facilitated, there needed to be an ‘object’ on which to focus; but while 
the recommendation to encourage parents to see the baby has since been tempered in the 
newest edition of the Sands guidelines (Schott et al, 2007), the participants here 
experienced their bereavement in a different climate of care, one in which contact was 
considered to be unproblematic, indeed, to be necessary to facilitate an improved mental 
health outcome. Furthermore, since the initial suggestion that contact might be helpful, 
practice has expanded to include holding the baby, washing it, dressing it and possibly 
taking it home: practices that mimic what would happen after a healthy, live child is 
born. At the very minimum, dead babies are placed in a ‘Moses basket’ or, as one 
mother described hospital cots:
Hannah: The things that babies normally go in anyway.
[C08-SB-01-J]
These are practices that are performed in relation to another person and aid the identity 
construction of the baby. This construction reinforces for the bereaved parents the status 
of mother and father as they find themselves positioned in relation to the child.
For both mothers and fathers these practices can be seen to further extend the 
social aspects of parenting already begun during pregnancy. As Penny recalled:
Penny: [My husband] did everything that he would have done if she was
alive -  he delivered her and, um, cut the cord.
[M04-SB-01]
This father was the one who went furthest down the road of involvement during labour, 
knowing already that his child had died. With regard to contact following the birth, for 
the participants interviewed here, men and women who would have seen, held, washed 
and dressed their live child, were not necessarily keen to perform similar tasks for their 
dead one; but, at the very minimum, all of the first-time parents saw their baby. While 
previous literature on motherhood and fatherhood, as outlined in Chapter Three, might 
suggest that women, as more closely connected to the family, would be more likely to 
want to have contact, these tasks were not strongly gendered.
The role of hospital staff was important here and all the parents were encouraged 
to have some contact with the stillborn often soon after the baby was known to have
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died. Eager to ensure that the existing guidelines were followed, staff would ask parents 
during labour about whether they wanted contact with the baby:
SM: Did you see him immediately?
Harry: Yes
Hannah: Yes, ’cos while I was in labour they were saying “Do you want to 
hold him?”
[C08-SB-01-J]
While this couple were unequivocal in their desire to see their baby and did not see it as 
problematic, some parents were apprehensive about what they might see. As patterns of 
mortality have changed radically over the past century, most parents had not come into 
contact with a dead body before the stillbirth. Having not entertained the possibility of 
the occurrence, they had no prior ideas of what such a child might look like. For several 
parents, once they knew that their child was dead, what had only a few minutes 
previously, been a beautiful, intact baby was reconstructed as potentially something else 
in their imagination. The conceptualisations were, notably, informed by horror movies 
the parents may have seen:
Jane: I didn’t want to [see the baby] ’cos I didn’t know what I was gonna be 
confronted with. So I said, “No, will you take [her]?” I wanted them to come 
back, tell me she looked normal, which sounds awful, but, you Icnow, you 
don’t know what.
[ClO-SB-Ol-J]
George: It would be this horrid nightmare scenario where something would 
happen to their body that would be gory, you know, and horrid. Never 
having been there before you just don’t know that actually the skin’s all 
round the body ... but you just have these fears running through having seen 
one too many horror films.
[C07-SB-01-J]
These statements accord with existing guidelines in the literature that recommend that 
parental fears over appearance should be allayed, especially where there may be a 
physical deformity. They demonstrate also how media-created images pervade the 
public imagination. In a country unused to death on an everyday basis other than that 
which is portrayed on television, there is no framework within which parents can work 
to conceptualise what a dead baby might look like. In this sample, none of the babies
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had a birth defect and nearly all the parents spoke of the beauty of their baby, with one 
exception:
Maggie: I kept thinking, “What have I delivered?” Because he looked all 
purple, black and I kept thinking “What have I delivered, you know?” 
[MOl-SB-01]
While Maggie’s son had no physical deformity, he had been dead for some time: the 
colour of him offended Maggie as this was the marker of his difference. It was 
unfortunate, too, that she was the one mother who did not want to see her son after he 
was bom. In this case, her account suggested that the hospital staff who had dealt with 
her over-enthusiastically applied the guidelines:
Maggie: They kept saying “You better see the baby”, you know? And I 
said, “I don’t want to see the baby.” I’d already said to them, “I don’t want 
to see him, I don’t want to.” And they [the medical staff] said, “You just 
better pull the Mum up and tell her to have a look.”
[MOl-SB-01]
Later in the interview while she expressed regret that she had not held her son, she 
remained resentful towards the paternalistic attitude of the staff who decided, rather than 
she, what would be of benefit to her based on the current thinking at that time. More 
recently, such guidelines have been viewed as being over-rigorously applied and thereby 
problematic (Hughes et al, 2002), as considered in Chapter Two. Indeed, the ritualistic 
aspect of the experience was noted by Donna and her reminiscence of the stillbirth 
suggested a lack of agency:
Donna: I feel like there was just a lot of ritual that... we went along with. 
[ClO-SB-Ol-J]
The guidelines by Sands are produced on the basis of research and previous 
practice and are provided for the use of health professionals. As Giddens (1991) argues, 
at times of crisis it is ‘expert systems’ that give an individual guidance; medicine, as 
demonstrated in the previous chapter, had already been privileged by the participants. 
This privileging, added to their state of shock may well have inhibited the parents’ 
opportunity or inclination to dispute the received wisdom. However, while both Maggie 
and Grace wished they could have done more for their child (both spoke of regretting
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that they had not held their sons), Donna perhaps would have wanted less contact. The 
idea that parents need time to make considered decisions rather than merely have 
routines forced upon them, or to have their initial decisions accepted at face value, is 
reinforced by this study.
Many of the parents interviewed were content not only to see their babies but 
also to hold them. For some, the parents’ wider social circle was involved which 
enabled them to demonstrate to their family the enormity of their loss:
Hannah: Everyone was able to come in and hold him and meet him, which 
was really good, I think if it had been, it wasn’t kind of brushed under the 
carpet.
[C08-SB-01-J]
While many couples shared equally the tasks undertaken with the stillborn, for 
the following two mothers, their partners went further along the continuum of contact 
than they did:
Rebecca: They said “Do you want to hold him?” Well, I couldn’t, I couldn’t 
anyway. [Husband] did and I remember him having him like in the palm of 
his hand {visibly upset). I remember him, you know, with the baby in his 
hand, he was so tiny, everything.
[M05-SB-01]
SM: Did you hold him?
George: I did, I did hold him.... what I thought was the right thing to do was 
to hold him but to sit on the bed with her and she put her arms round my 
arms.
Grace: So [husband] sat to my left holding him.
[C07-SB-01-J]
Despite having what was conceptualised as a greater connection to the baby before birth, 
the women above found it difficult to reinforce this connection through contact with the 
dead body. Men, in these cases, were more active with the baby than their partners and, 
indeed, Grace’s husband helps her have some limited contact. Later, Grace would come 
to regret that she had not taken ‘her son’s weight’, a situation that was partially rectified 
some years later when the child was exhumed and reburied; it was she who carried the 
coffin into the church for the service, an act finally allowing her to partly perform the
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mothering role of holding her child. A further reason for greater paternal contact was 
due to the physical condition of the mother following labour:
Hannah: You helped dress him, I didn’t get to do that ’cos obviously I’d had 
an epidural; I was stuck on the bed.
[C08-SB-01-J]
Other families were able to spend extended periods of time with their stillboms, 
with one or two having them in the hospital room and, in one case, taking the baby 
home:
Ann: Yes, she actually came home and I spent all night with her. I didn’t go 
to bed, I sat up all night and talked with her and whatever. John went to bed 
about 4 o’clock weren’t it?
[C01-SB-06-J]
Ann, the mother who was most used to death, having had a late miscarriage and whose 
wider family had had a series of losses, was also the mother who had the most contact, 
keeping her daughter in her room with her for three days in hospital and, in the face of 
family opposition -  who considered that She was not mentally well enough to make such 
a decision -  taking the stillborn home. This, she noted was traditional; she ‘always took 
her babies home’. For this family, memories were created as the stillborn became part 
of their family for one night and, in keeping her daughter company all night, Ann was 
able to perform that mothering role in a way she may have done with a live baby. The 
stillborn here was also cuddled and held by her sisters and she remains incorporated into 
the family in a way that many other stillboms were not.
In contrast to the men who helped their partners have contact, in the following 
example, the roles are reversed and, in her consideration that she knew what was best for 
her husband, Zoe resorted to subterfuge to make her husband hold the baby:
Zoe: He said that he would stay with me but not hold [son]. But I knew he’d 
regret it if he didn’t hold [son]. So when we were on our own before we left, 
I was holding him and then I pretended to fall asleep so [son] nearly slipped 
out of my arms. I told [husband] I was tired and that he had two options, 
either hold him or put him down. He took him from me and had a bit of a 
hold.
[Mll-SB-01]
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While some parents were given the choice to have contact with their stillborn, one 
mother claimed to have been constrained by a member of hospital staff who seemingly 
denied her the chance to dress her son. With her husband and independent midwife 
gone -  the two people who might have acted as her advocates in hospital -  this woman 
was left with a midwife who had also been bereaved by stillbirth:
Tanya: I’m left with this woman that I didn’t even like. I couldn’t stand her. 
There was just something horrible about her and I really, really regret to this 
day that she was there at the birth of my son. And she wouldn’t let me dress 
my son. And I’m a nursery nurse. So I thought, you know, I think I’m an 
expert in this field but no. I was told that I wouldn’t be able to manage, I 
wouldn’t be able to dress my own child ... She told me that he was too 
floppy and I would need to have her there. So I had this woman who gate­
crashed the most important and private moment of my life, sitting there 
telling me about I might have dreams about my child’s deformed face...So 
we sat there and dressed my son. But I think she probably just wanted the 
chance to dress someone else’s child because she never got to do it for her 
own.
[M07-SB-01]
This demonstrates that it is not necessarily the individual with a similar experience of 
stillbirth who is the most useful in circumstances that Coffman’s (1963) concept of the 
‘own’ and the ‘wise’ predicts they might be. According to Coffman’s theory, this 
midwife should have been both ‘own’ and ‘wise’. However, the account given by Tanya 
suggested that, for Tanya, the midwife was unsympathetic and it might be surmised that 
being told that she would not be able to manage to dress the baby constituted a 
judgement made by the midwife that Tanya was incompetent to do so: with competency 
already identified as a potential issue in pregnancy loss, the midwife here seemingly 
reinforces that idea.
All of the participants then, to a greater or lesser extent performed some sort of 
social role with their child’s body, even if it was merely viewing him or her; some 
parenting continued after death. Indeed, it was the only chance these men and women 
had to have contact with the dead child. No wonder then that Tanya could refer to it 
being the most important and private moment of her life, brief though it was. For some 
women, notably Rebecca and Grace, it was their husbands who needed to be emotionally 
strong in order that the stillborn child could be held by one of its parents. Despite the
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macro-conditions that contributed to expectations of successful birth being gendered and 
women being positioned as closer to the unborn, the contact with the dead baby 
following the stillbirth was not related to gender. Some fathers performed more 
parenting tasks in relation to the child than their partners, while in other cases mothers 
did the bulk of the activities. Moreover, in several cases, choices were denied parents 
whether it was the hospital staff insisting that the guidelines are adhered to or mothers 
deciding that their partners should hold the stillborn.
While Lovell (1983) considered that women who suffered a pregnancy loss 
might have a somewhat ambiguous identity in hospital between mother or patient, this 
was not mentioned by the participants here; however, their experience took place within 
a different mode of practice as it is only since Lovell’s (1983) work that contact with the 
dead baby has become more widespread. Indeed, it may be surmised that if the rightful 
place for the body of a dead baby is the hospital then the parent’s rightful place might be 
the hospital too, similar to the way that parents of seriously-ill children are encouraged 
to stay in hospital with them. While the conceptualisation of themselves as parents to 
the dead child might not have been an issue in hospital, once the parents had left the 
hospital, they had difficulties in identifying themselves as parents. This was especially 
apparent for those parents who had lost their first child. The next section firstly 
considers whether first-time mothers defined themselves as mothers and then explores 
self-definition among first-time fathers who might be seen to have the most trouble in 
defining themselves as fathers.
Am I a parent?
This section and the one that follows specifically refers to first-time parents. This is not 
to suggest that mothers and fathers who lose a second or subsequent baby experience 
stillbirth less traumatically; distinctions in the two experiences illustrate that the identity 
crisis that stillbirth can engender has greater ramifications socially for the first-timers 
because their status continues to be ambiguous, having no widely-acknowledged 
existing social identity as parent. In the previous chapter it was argued that social 
mothering had already taken place due to the display of competency undertaken by
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mothers in relation to the child during pregnancy: this supported Katz Rothman’s (1989) 
argument that social parenthood begins before birth; but there is a critical difference 
between parenting before and after birth. Post-natally, the mothering tasks that are done 
in relation to a living baby are continuously on public display; while for the parents of 
the stillborn the tasks undertaken towards the dead baby are public to the extent where 
the tasks are performed in the presence of midwives and doctors, but these tasks are not 
on wider display. However, the concomitant effect of the tasks giving parents an object 
for which to mourn for, was that this was also aiding them define themselves as parents 
as they are positioned in relation to the dead child.
With an interest in the impact on their identity after the stillbirth (and before 
having another baby), within the interview mothers were asked if they felt like a mother. 
The next excerpt emphasises the uncertain nature of Jane’s position:
Jane: I feel like almost I dreamt the whole pregnancy ’cos there’s nothing at 
the end of it.
[ClO-SB-Ol-J]
Jane, in common with all the other first-time mothers interviewed was preparing to be 
the primary care-giver of her daughter and, like most of the mothers interviewed she had 
difficulty in unequivocally positioning herself as a ‘mother’ after the stillbirth. What 
emerged from the interview was the lack of the ‘role’ as well as the baby and this 
pertained far more to the women than the men:
Amy: No. Um, I think I, um. When I went off for that four weeks, um, one 
of the main problems that I was having was that I didn’t feel like I should be 
at work because I felt like I should be at home looking after a baby, but I 
couldn’t do that and I, I wasn’t sure who I was anymore. Um, because I, by 
rights I should have been a mum, um, but because I didn’t have a baby, I 
didn’t feel like I was a mum. ... I just had very difficult times coming to 
terms with who I should be, what I should be doing, um, and I’m still not 
sure that I’ve got that right but, um, but I do feel a little bit better about it. 
Um, yeah, because I am a mum. I’ve had a baby but I’ve never had the 
opportunity to be a mum, looking after a baby so.
[M12-SB-01]
Here Amy separates the social aspect of parenthood from the biological. The absence of 
a social role was problematic for her, although she did not necessarily consider that she
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should be back at work in the way that other women did. However, this does not mean 
that her ‘role’ at home was not compromised. It would be expected that a mother on 
maternity leave would be looking after a baby; that her motherhood would be ‘active’. 
With no such role, some mothers found it difficult to take their full entitlement to leave 
and returned early to work. Amy’s comments go some way to summing up the identity 
crisis that stillbirth engendered. Moreover, her saying, “I am a mum. I’ve had a baby” 
can be seen as a verbal way of making less nebulous her lost identity through talk. 
Charlotte, who also had problems conceptualising herself as a mother had previously 
emphasised the emotional and physical labour of mothering: hugging and cuddling a 
baby. Here she talks of the absence of difference in her life:
Charlotte: I don’t feel like a parent, you know I haven’t got the hands on. I 
mean, I don’t, I don’t really feel like a mum ’cos I don’t really feel any 
different, so yeah....you know I know I’ve had a birth but it’s more like a 
trauma. More than, um, a gift should we say? Although he, you know, he 
was a gift. But, um, yeah, I don’t really, I definitely don’t feel like a parent 
’cos my daily life hasn’t changed so.
[C03-SB-01-W ]
Diane: Not in the same way [it would be to be like a mother].
[C04-SB-01-W]
Inherent in the experience of stillbirth for first-time parents is an ambiguous identity. 
Women might be considered to be mothers ‘o f their stillboms, but this is a passive 
motherhood as opposed to the ‘hands on’ active mothering that they were expecting to 
perform:
Maggie: Yeah, you know they say that, I think you can only be a Mum if 
you’ve got a child. You can’t be a mother to a dead child. Maybe I’m wrong 
but that’s how it is.
[MOl-SB-01]
Many of the women interviewed had attended support group meetings. One of 
the ways in which support groups might function is to reassure the parents of their 
relationship to the stillborn and, during one interview, this practice was referred to:
SM: At a lot o f the Sands groups I ’ve seen people say ‘You are a mum ’. 
Tanya: Oh, yes, I had all that rubbish. I don’t buy into any of that. No, I did 
actually have experiences of that and it didn’t rest with me very well. I just
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thought it was them trying to put an elastoplast over the cut, kind of thing.
Do you know what I mean? When let’s be realistic you’re not, are you? 
You’re not! I’m not pushing a buggy around, no one’s mentioning my birth, 
my son, nothing, nobody. So how am I a mother? Let’s get real. 
[M07-SB-01]
The passiveness of bereavement includes the silence about it as well as the lack of tasks 
to perform. Tanya refers here to talking about the baby and talk can be seen to be an 
important part of motherhood; in talking of one’s baby, one is positioning oneself in 
relation to it. However, in the situation of a support group where talk may be used as a 
way of reinforcing the identity of mother, Tanya rejects it. As she notes, in a situation 
where the life does not continue outside the womb, there is little to be related. While 
other new mothers are comparing milestones in the child’s early life such as smiling, 
walking and talking, there is nothing for the bereaved mother to talk of; the story has 
already ended.
Without a role to perform or a baby to talk about, the act of giving birth was 
evoked by the following two participants in order to aid their self-definition as mother:
Hannah’. I think I felt it was something I wanted to do for him, you know? It 
was something that I had to do so I was gonna be strong and do it, and that 
was fine. So I managed on gas and air really for most of it. I had a shot of 
pethidine just ’cos I was knackered.
[C08-SB-01-J]
Grace’. I would say the one good thing is that they do make you give birth as 
opposed to doing the caesarean, I would because at least then I did feel 
afterwards I had done something, I was a mother, I had actually given birth 
to him and that made, you know, I did feel that was better, you know, better 
for me.
[C07-SB-01-J]
Despite this, however, she still realised the ambiguity of her situation. As Jane noted, 
there is a sense of unreality that pervades the stillbirth experience as parents wonder if 
the pregnancy ever happened at all. Consequently, the mother identity is uncertain too:
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Grace: You know, you’re telling yourself “I am a mum.” I think to tell 
yourself that your baby and your child existed because it becomes, it just 
kind of disappears otherwise, doesn’t it? I don't think you feel like a mum, 
like you feel like a mum when you’ve had a child but I only know that, I 
guess you only know that afterwards, you know.
[C07-SB-01-J]
While an attempt may be made to self-identify as mother, Grace realises in retrospect 
that it is not possible; the lived experience of social parenting is far different to the post­
stillbirth experience. Grace had been concerned to use the act of giving birth as a focal 
point for her definition of mother but this was merely transitory. A contrast to the 
experiences of the mothers here might be given by mothers who give their children up 
for adoption: with adoption there might always be the hope (or fear) of eventual reunion, 
with milestones in a child’s life imagined as taking place elsewhere; the living child is 
presumed to still exist. Such imaginings are impossible in stillbirth although parents 
often mark the stage the child should or might have reached had it lived. This is a way 
in which a biography may be constructed in the absence of a child.
Those women who went on to have another baby only considered themselves to 
be proper parents once the new baby had arrived. For them, the liminal period of 
pregnancy was extended and encompassed two full-term pregnancies; it was the 
subsequent live birth that took them back to where they had expected to have been in the 
first place; as this mother said of the birth of her second son:
Hannah: Well, you get yourself back to the state where you were intending 
to be so it puts that status quo right, you know? It doesn’t replace [son] 
but... we’re now verified parents, do you know what I mean?
[C08-SB-01-J]
Hannah talks of them as being ‘verified’ parents and this verification could only take 
place once they were able to perform that role on an ongoing basis; the social becomes 
privileged over the biological. The mothers, then, experienced ambiguity in their self- 
identity which was a subject raised in the interviews with fathers as well.
Due to the physicality of pregnancy, fathers had neither experienced a physical 
pregnancy nor given birth and so, apart from their role at conception, were unable to call 
on biology in the same way that women might in order to self-identify. While one man
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said that he felt very much like a father in the initial interview, he was far more 
ambivalent about his identity during the follow-up interview. Like the mothers, he too 
expressed the difference between the biological and social aspects of parenthood. For 
him, ‘true’ parenthood was something encompassed by the biological and the social:
Carl: I understand a father’s role, um, but, you know, it is kind of a little bit 
empty I suppose in terms of, you know, you haven’t got that, you know, 
seeing him grow up, expectation. You know, I was in that supermarket today 
and I, you know, there was, you know, a baby in a, in a little carry cot and I 
thought, “Well that would probably be how [son] would be now” and you 
know so you know yes, yes you were a father but not in the, the true sense of 
the word.
[C03-SB-01-J]
The concept of the role -  and this was referred to by Tanya as well -  is not just a 
sociological term but a common-sense notion drawn on by parents to understand their 
ambiguous state.
The fathers who did consent to be interviewed were, in common with the 
mothers, unlikely to fully define themselves as parents due to the awareness of an 
absence in their lives. In contrast to Carl, other men were less likely to refer to the lost 
role:
SM: Do you feel like parents?
James: I, I, obviously. I’m aware there should be a baby screaming .... 
Sometimes I’m really aware there’s someone missing. Even though we never 
had her here and she’s never set foot in this house obviously, but I’m aware. 
[CIO-SB-OI-J]
Harry: Not really. I mean in some respects we did have a baby but you don’t 
feel. You kind of feel like you’re missing a baby.
[C08-SB-01-J]
While there had never been a live baby, separate from its mother, for these men to care 
for, they still noted the absence of the baby. This suggested that they were well aware of 
the difference that fatherhood would make for them and it is the absence of a difference 
as well as a baby that problematises their status as father. As noted earlier, many fathers 
were not present for the interview so it is hard to establish whether other men were 
struggling with this difference. However, the mothers interviewed often summed up 
what they thought of their partners’ attitudes in the following way:
142
SM: Did [husband] feel like a dad, do you think?
Amy: No I don't think so. He’s never really talked about that, um, but no, I 
don't think so.
[M12-SB-01]
It cannot be established whether Amy’s husband struggles with whether he 
conceptualised himself as a father; but it might be that for a man, who had not had to 
carry the baby and whose working life might carry on as normal, there would be less of 
an identity crisis than for the mother. But it does seem as if both men and women 
struggle with self-definition. Notwithstanding this, a further problem is their perception 
of how their social circle defines them.
Social ambiguity?
While it might be unproblematic for parents to define themselves as parents biologically, 
the social identity is harder to grasp, especially when it comes to the definition of 
themselves by other people. Particular days in the calendar might highlight this 
disjuncture for them:
SM: Do you think other people saw you as Mum and Dad?
George: Not really, well, I wouldn’t say so, really ....
Grace: I painted a mug for you, didn’t I on Father’s Day? And, you know, 
one of those, you know, paint a mug but instead of doing it on the thing I 
wrote on the bottom so not everybody would have to see it. Um, but it was 
sort of, you know, I think I just wrote Happy Father’s Day.
[C07-SB-01-J]
Here was a particular recognition of an ambiguous social identity solved by hiding any 
suggestion of fatherhood from other people. Such behaviour, it might be concluded, 
would be subject to disapproval on the part of others. This, of course, is another way in 
which participants tried to understand how others might interpret the situation they 
found themselves in. On the whole, while some mothers had friends that would define 
them as such, for others, their accounts suggested that they perceived that their social 
circle would deny them this identity; this is demonstrated by Diane’s experience:
Diane: I had a heated discussion with my mother last week about Mother’s 
Day. She asked me to take my grandmother to church and I said “No,” I 
said “I can’t possibly, you know?” I just said [that] I wanted to forget about
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Mother’s Day right now. I was having a bad day anyway and she got quite 
upset by that thinking, you know, that I wanted to forget about her being my 
mother. It didn’t occur to her to actually put me in a Mother’s Day category. 
[C04-SB-01-W]
Diane is keen here not only to be recognised as a mother but also that others understand 
the difficulty that Mother’s Day might have for the bereaved mother as it foregrounds 
the loss of the baby and the conflict over parental identity. Unlike some other parents, 
Diane’s mother had not seen her stillborn grandchild and this might have impacted on 
her lack of recognition of Diane as a mother. Attendant to this lack of recognition of 
Diane’s motherhood is an implicit lack of recognition of Diane’s son. Denying Diane 
motherhood means denying an existence to her grandson. This suggests that Diane’s 
mother does not understand herself as the stillborn’s grandmother even though she was 
positioned as such before the birth and Diane had related how ‘excited’ she was.
This lack of recognition of parental identity can have wider institutional 
consequences. As already noted some women mentioned returning to work before they 
were ready to and before their entitlement to full maternity pay ended. These mothers 
had constructed their maternity leave as instrumental: without a baby to be mother to 
there was no need to stay at home as there was no role to perform. For one mother, 
however, it was obvious that her employers felt that without a baby she was not entitled 
to the benefits the firm offered and would have been enjoyed had her son been bom 
alive. Grace worked at a well-known firm of accountants which, at the time, encouraged 
new mothers to go back to work after having their babies in the form of a ‘back-to-work’ 
bonus that amounted to 15% of the mother’s annual salary and was intended for 
childcare costs.
Grace: So I said, “I get my maternity, return to work?” “No, you don’t, you 
don’t get a return to work bonus, a maternity return to work bonus”, and I 
said, “Why?” Because your baby’s died and, um, it’s supposed to, it’s there 
to get people to come back to work when they’ve had a baby to cover their, 
um, nursery costs.
[C07-SB-01-J]
Notwithstanding the fact that Grace might well have decided not to return to work, her 
employer, too, had seen the bonus merely in an instrumental light. While she could see
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the logic to the firm’s reaction, she fought for the bonus and won. The end result, 
however, was that the firm rewrote the policy resulting in further guilt that centred 
around the implications her actions might have for other women in a similar situation. 
Moreover, giving birth to a dead baby is implicitly worth less than having a live baby. 
The next section contrasts the ambivalence of parents bereaved through stillbirth over 
their identity with those of the parents who had some chance to experience the parental 
role and whom we might suspect had greater call upon the social identity of parent -  
those whose babies lived outside the womb.
The neonatally bereaved
As demonstrated in the previous section, the biological aspect of parenting for the 
parents of stillborns was unproblematic but the absence of the social role caused 
ambiguity over their self-definition as parent. As outlined in Chapter Four, six of the 
participants’ babies died neo-natally and here their accounts are used as a contrast with 
the stillborn parents. The difference between the two types of death results in, for the 
neonatally bereaved, a chance to perform the social role of parent and the opportunity to 
introduce the child to their wider social circle. Were they, then, more likely to define 
themselves as parents than were the stillborn parents? Although no great comparisons 
may be drawn as there were only six such interviews with parents who lost their first 
child to neo-natal death (two joint interviews and four interviews with mothers) they, 
too, experienced similar ambiguities over their role. The following couple’s baby lived 
for a week but spent all of that time in intensive care:
Lee: I dunno, [if I’m a father] that’s a tough one.
Lucy: Mmm, in a way I did, I dunno, especially to have lots of people say, 
“You’re still a mum, you’ll always be a mum.” But it’s hard when you’ve 
got no baby physically in front of you.
Lee: Did for that week, not now, I don’t think. It was my birthday recently 
and [partner] got me a card from [daughter], which was nice, but it doesn’t 
really sink in. It still not sunk in now, but for that week I think we did, but I 
certainly don’t now, ’cos it’s just taken away from you.
Lucy: I don’t know if I do. I guess because I gave birth I do in a way. 
[C12-NND-01-J]
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The transitory nature of parenthood was highlighted in this interview. Social parenthood 
might be achieved with a live birth but it can be withdrawn soon afterwards. Through 
the use of the birthday card, however, Lucy attempts to reinforce to her partner that he is 
a father. She, like the mothers of stillborn babies, also draws on ‘giving birth’ as part of 
the definition of motherhood. Moreover, she too had problems with her employer. Lucy 
worked as a nanny and it was made clear that as she had no baby to care for she should 
be back at work even though her job entailed looking after young children. This is a 
particular occupation that might prove difficult to return to for the newly bereaved 
mother.
Of the mothers bereaved through neonatal death that were interviewed, only one 
found applying the identity of mother to herself as unproblematic. Her answer to the 
question whether she felt like a mother was an unequivocal yes. However, she was 
doubtful about whether other people saw her in that way as they were unable to see her 
with a live child: again, the relational definition of social parenthood is referred to, as is 
the importance of being ‘seen’ to mother:
SM: It sounds like though that although you feel like you 're Mum, other 
people don V.
Nina: No, no, I don't think they do. No.
SM: Why do you think that is?
Nina: I don’t have anyone here to mother in the conventional sense of the 
word so, you know, there’s a lady across the road whose daughter is, well 
she was born a couple of months after [daughter] and she’s very visibly a 
mother but, you know, you see me walking down the street then nobody 
knows, do they?
[M02-NND-01]
A mother who has a live child that is left with a carer would not be seen as a mother by 
passers-by but for a mother who is secure in the fact of her parenthood it would most 
likely be less important. Her husband, too, seemed to have some conflict over the 
identity of father, but was not as concerned for it to be recognised in the same way as 
Nina was:
SM: Does [husband] feel like a dad?
Nina: I don't know. I don't know. I always feel when Mothers’ Day comes 
around that I want a card and I want to be acknowledged as a mum the same 
as everybody else. But I know that when it’s Fathers’ Day he just doesn’t
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want a card, he’d be very upset so I don't know, I mean he knows that he is 
[daughter’s] Dad. Um, but I don’t, I don't know whether he really would 
describe himself as a father.
[M02-NND-01]
Here, reminding the father of his daughter is emotionally charged and it conflicts with 
the mother’s status: either they are both parents of the stillborn or neither are. 
Positioning the father as a parent might be seen to aid the mother in her own self- 
definition yet, due to the knowledge of his probable reaction, Nina is unable to do this.
Of the neonatally bereaved parents interviewed, Wendy had the most similar 
experience to that of the stillborn mothers. Although her daughter lived for ten days, 
Wendy was seriously ill and never had the chance to see her baby alive: she had been in 
intensive care in one hospital for the whole of her daughter’s life while her daughter had 
been in the special care baby unit in another hospital. In effect, this woman was in the 
same position as the mothers of the stillborns and found it difficult to identify as a 
mother.
Finally in this section, there was Olivia whose baby was born 14 weeks 
prematurely and lived for three days. In her response to the question whether she felt 
like a mother, she related how she dealt with other people who asked if she had any 
children. It was clear that when she denied her son’s life she was denying herself the 
status of mother but that, again, with active parenthood an integral part of mothering she 
said:
Olivia: .... I just don’t feel I could say no and sort of ignore him sort of thing 
so I suppose from that point of view, yes I do consider it but I didn’t even 
get to change his nappy, feed him or anything (visibly upset).
[M03-NND-01]
Olivia had become pregnant through in vitro fertilisation. Initially, she had been 
expecting triplets but had lost twins at ten weeks’ gestation. The pregnancy continued 
and 18 weeks later her son was born prematurely. At the time of interview she was 
beginning to wonder whether she would have other children at all, hence the importance 
not to deny her son when talking to other people.
The question that might be asked is, at what point does parental identity become 
fixed, if ever? In asking Amy whether she felt other people saw her as a mum, she said:
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Amy: No. Not at all. I don't think you’re a mum until you’re looking after a 
child. Um, so, but that’s a strange thing to say because if it had been like a 
three-year-old toddler that we’d lost, people would have seen us as a mum 
and dad.
[M12-SB-01]
Coupled with the father who considered that the role of parent was taken away from him 
after only one week, the suggestion is that there may be a temporal dimension to the 
identity of parenthood and that it is not just defined in terms of biology and social role 
but that the length of time for which that role is played is important, too. These men and 
women, although once a parent, were not always a parent. The concept of parenthood 
can be seen then to be unstable. It is possibly bestowed by the parents on themselves 
during pregnancy but then, in some cases, parental experiences were such that this 
putative parenthood was withdrawn by others after loss. It seemed also that in some 
cases fathers would also withdraw the status of parents from themselves although they 
were less likely to do so than mothers.
Conclusion
This chapter has demonstrated that, after a certain point in pregnancy, parents begin to 
construct the identity of their expected baby and, therefore, they will define themselves 
as parents. Moreover, the child will be placed in a wider family formation and some 
parents will consider that their social circle will ‘know’ the child as well. This identity 
can be constructed due to the conditions present -  outlined in the previous chapter -  
which allow parents to assume that pregnancy will be successful. Following the 
stillbirth, the burgeoning identity construction of the baby is reinforced by those acts that 
take place in relation to it. Indeed, this is the primary objective of this practice: to give 
parents an object to mourn. While the factors underlying the expectations of success 
were gendered, there was no particular gendering of the activities undertaken with the 
stillborn, despite women being constructed as closer to the baby before birth than were 
men. Some fathers had more contact than mothers, while in other cases the opposite 
occurred. The identity of mother was difficult for women to assume as they were not 
continuously performing such a role after birth: mothers, as they were more likely to be 
the primary caregivers after birth, missed a more active parenthood than fathers who
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talking of missing ‘something’. This highlights the privileging of the social role of 
parent over the biological; to identify as a mother there needed to be a continued 
recognition of the baby’s existence. Parenthood has a temporal dimension as well as 
biological and social one; when parenthood is active for only a few days after the birth, 
then the status of mother and father is not easily retained
If parental identity is ambiguous it follows that the identity of the stillborn is 
ambiguous. To this concern this thesis now turns. The following two chapters use in 
part Walter’s (1999) ideas of the integration of deceased individuals into the everyday 
life of the bereaved. Chapter Seven considers the dynamics of the private sphere while 
the Chapter Eight examines the public arena within which the parents operate.
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Chapter Seven
Degrees of integration: the stillborn in the 
private sphere
This thesis posits that prospective parents’ routine expectations of success in pregnancy 
are based on macro-conditions that are gendered. The notion of ensured success means 
that a construction of the baby as their child is achieved before birth. Death denied both 
men and women the prepared-for ongoing social identity of mother and father to the 
stillborn son or daughter -  particularly with regard to first-time parents. Women in their 
consideration of the lost role, referred to not performing an active motherhood, while 
men were more likely to consider that the bereavement meant that there was ‘something 
missing’, suggesting that they interpreted their loss more passively. This division 
reflected the roles to be played after birth as in only one case was the father to be the 
primary caregiver. Consequently, women suffered greater conflicts with regard .to 
parental identification than did men in their perceptions of themselves and were keener 
to be recognised as a parent by their social circle. This chapter and the next assess what 
impact the gendering of the experience of pregnancy and of stillbirth has on the ongoing 
experience of being bereaved. Here the consequences of the stillbirth are discussed in 
the context of the possibilities of a continued remembrance of the child.
In Chapter Two Walter’s (1999) argument that the social experience of 
bereavement should be considered partly through the integration of the deceased into the
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continued life of the bereaved was considered. By integration, Walter (1999) meant 
“[l]earning to live with the dead” (p. 20). However, a departure that this thesis makes 
from Walter (1999) relates to his distinction between the public and the private. For 
Walter (1999), private integration involves sensing the presence of the dead, talking to 
the deceased, remembrance of the dead though symbolic places and objects including 
graveyards and photos, while public integration is talking of the dead with others. 
Walter’s (1999) construction of what constitutes the ‘private’ is highly individualised. A 
wider conceptualisation of the private sphere is taken here and this chapter considers 
how the dead baby may be integrated into the nuclear family; it considers the ways in 
which parents use talk and objects to remember their dead child; how attempts to 
integrate the child are regulated within the nuclear family and how this regulation can be 
challenged.
Integration in the private sphere
Stillbirth is a situation where the deceased has had no life outside the womb and any 
shared memories are of the mother’s pregnancy and of the contact with the stillborn. 
For many participants such contact was limited to either themselves or their immediate 
family. As there are no memories of a live baby, separate from the mother, to share with 
other people, it is not surprising that some parents referred to the private integration of 
the stillborn that would accord with Walter’s (1999) individualistic conceptualization of 
the private sphere. Some parents would relate such private experiences and, for 
example, might imagine what the child might be doing had it lived:
Bridget: I was thinking I should be buying shoes for him, you know? And 
when the thing came up at church for the local parish school saying, you 
know applicants for the nursery school and I was thinking, you know, he 
would be old enough for me to apply for nursery place now.
[C02-SB-04-W]
As noted in Chapter Two, Howarth (2000) has claimed that parents construct a 
biography for the stillborn child. In doing this they are also constructing revised 
biographies for themselves, imaging the tasks to be undertaken had the child lived. 
Bridget is, several years after the event, still understanding her bereavement to be a lost
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role in relation to that particular baby. A further example of private integration discussed 
by Walter (1999) refers to ‘sensing the presence of the dead’. Several participants had 
visited mediums in order to make ‘contact’ with the stillborn and ‘sense’ them 
demonstrating that for many mothers there was a hope of eventual reunion. Indeed, one 
participant claimed to be psychic herself:
Fiona: I believe that how I’ve been able to deal with, um, [son’s] death a lot 
better than what I’ve seen other people deal with it is because of my belief in 
the fact that he’s not, you know, dead. He’s around, he’s just, you know, we 
can’t see him.
[C06-SB-02-J]
For this mother the child has a continued presence and this impinges on their family. 
Initially sceptical, her husband claimed too that this belief had helped him and, while he 
claims not to ‘sense’ his son, they regularly refer to the child intervening in their lives. 
An individualised experience of the wife has become a way in which the son is 
integrated into her nuclear family, as episodes are reinterpreted in terms of Fiona’s 
beliefs:
Fred: We’ve had episodes on the computer ’cos you mentioned it before that 
he’s always on the computer. Well you’d be typing and all of a sudden 
there’d be complete gobbledegook.
Fiona: Things will happen. Like pages will open. Internet pages will open 
and words will come on that you haven’t typed or gobbledegook.
Fred: We have a standing joke where we would say, now, stop mucking 
about [son] ’cos we are trying to do something quite sensible here. 
[C06-SB-02-J]
While other families have no recourse to spiritualism, or if they have done so, this has 
been in the public domain through attending séances and spiritualist sessions, they too 
have managed to integrate their stillborn. This section now considers how parents and 
their children ‘live’ with the lost member of the family, focussing on the tools used by 
them to do so: ‘talk’ and ‘memorabilia’.
Reclaiming identity through talk
In the months following bereavement, talk about the death is almost unavoidable. For 
instance, in all cases except two, parents either attended or arranged funerals for their
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stillborn. Discussion, then, is instrumental at first and, as such, might not necessarily be 
a form of integration, although it is a way in which parents continue to position 
themselves in relation to a child: the identity of the child and of the parents is reclaimed 
in the face of loss through such discussion. Diane, who lost her son six months prior to 
the interview, referred to this:
Diane: We talk about things we are going to do or you know, for example, 
we haven’t done anything with [son’s] ashes yet, so we talk about that kind 
of thing.
[C04-SB-01-J]
There might not be the active parenting to perform on a daily basis but there are some 
parenting tasks still to perform.
Parents also referred to an ongoing acknowledgement of the stillborn. This 
might be managed through talking about the memory of the event, recounting feelings 
about the loss or through an ongoing acknowledgement that someone was missing in the 
way that was referred to in Chapter Six. The majority of the couples interviewed 
referred to such integration. As both partners were willing to be interviewed about the 
event this was to be expected although women were more likely to initiate conversation:
Hannah: You talked to me.
Harry: Yeah, I talked to you about it, yeah.
Hannah: But more often I’d have to say to you, “How are you feeling? Talk 
to me”.
[C08-SB-01-J]
In Chapter Three, it was noted that the ‘new man’ discourse attempts to draw men into a 
caring ‘lifestyle’. Hannah taps into the idea that to express one’s feelings is emotionally 
healthy and she acts upon it in encouraging her husband to talk. Indeed, it is 
conceptualised as a task she had to do, referring to ‘having’ to ask him how he feels. 
Her perceived role of bereaved mother includes allowing her partner the emotional space 
within which to talk for his own well-being. Similarly, one of the reasons Ann gave for 
taking part in this study is that she felt Alan needed to talk about the bereavement.
In light of the class composition of the couples interviewed, out of the ten fathers 
bereaved by stillbirth, seven were in class one to three which suggests that there may be 
a social class element to integration of the stillborn: middle-class men may have been
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more comfortable in talking about the loss in a couple interview. Indeed, Alan (social 
class five) refused to participate in his individual interview for reasons that he was 
‘uncomfortable’ with the idea and Dan (social class four) was by far the most reticent of 
the men interviewed singly. In contrast, of the mothers interviewed, only half reported 
that their husbands would talk about the child on an ongoing basis;
Zoe: We’d stay up all night -  crying and talking. We still talk about him a 
lot.
[Mll-SB-01]
Debbie: We do talk quite well, we always have.
[M15-SB-02]
While Zoe’s husband was in a higher social class, Debbie’s husband worked as a gas 
technician and this suggests that class cannot necessarily be considered to be a 
determining factor in how men express or withhold emotion. Both Zoe and Debbie 
claim to have partners who are not afraid to display their emotions, although this was 
when they were referring to their interactions as a couple. These fathers might be 
labelled as ‘new men’ in their fitting that particular construction of masculinity that 
gained currency in the 1980s. Their being ‘new men’ at home does not necessarily 
mean they are so in the public sphere as neither consented to an interview: ‘doing’ 
particular forms of gender may be seen to be highly contextual, as West and Zimmerman 
(1987) argue. Men’s ability to talk about the son or daughter they lost appears also to be 
based on the couple’s relationship that they had before the loss and, perhaps, the familial 
culture that they grew up in.
Talk would often be centred on children’s questions and remembrance. Maggie’s 
family was a good example of how the whole family -  albeit after many years of silence 
-  was able to consider what life might be like had their stillborn son, who would have 
been the eldest child, lived:
Maggie: They [subsequent children] do say, “There should be five of us 
Mummy, where are they all? My little one said, “We’d has to have needed a 
big van.” I said, “Oh, don’t worry.” [My youngest daughter said] “How 
many people will sit at a dinner table? You’d have to cook twice.” They’d 
think about all these things!
[MOl-SB-01]
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Several years after their loss, Maggie had integrated her stillborn -  the eldest child -  into 
the family. Elsewhere a contributory factor to integrating the baby was related to 
‘parity’ and the age of existing children when the stillbirth occurred. Where people had 
lost a subsequent baby, their children were more likely to talk of and refer to the event. 
In the following extract it was baby number six that was lost; some years after the loss 
they are still talking of the baby and the siblings, as well as the parents, construct a 
biography for the stillborn daughter rather than the miscarried son who was their second 
child:
Ann: We talk about him [son lost through late miscarriage] but [stillborn 
daughter] was the more prominent I think because they were sort of all born. 
Even now, they talk about her constantly, don’t they?
[C01-SB-06-J]
Indeed, this remembrance would occasionally catch Ann unawares as her eight-year-old 
daughter would point out fancy-dress clothes in shops and declare that her stillborn sister 
would have loved them. This demonstrates the extent to which fairly young children are 
able to understand the loss and how different their lives would have been had the 
stillbirth not occurred. Moreover not just a biography is imputed to the stillborn in this 
case but personal preferences also: it is assumed she would enjoy dressing-up. Bob and 
Bridget, too, lost their fourth child at a time when their eldest child was a teenager and 
their youngest was seven years old; again, this allowed the surviving children more 
scope to talk about the baby, although not as often as in the previous example:
Bob: Actually our youngest talks about him the most I think.
Bridget: Yeah. I mean sometimes just out of the blue, I mean a few weeks 
ago I was walking along the road and he said to me “You know, I really miss 
[my brother]” and I said “Well I do too.”
[C02-SB-04-J]
The stillborn child that seemed to have the greatest presence in a continued family life 
was the daughter of Isobel and Ian who claimed that they and their son remembered her 
all the time. Indeed, the following excerpt from the interview suggests that no 
distinction would be made between their stillborn daughter and their other children.
Isobel: She’s with us, definitely. [Son] says she’s in my heart and in my 
head.
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lam He [son] openly admits, “Oh, I talk to her all the time.”
Isohel: He does, he does.
Ian\ With no prompting from us. This is him just being open and honest. 
There’s no barriers or reservations about [it].
Isobel: ’Cos we’ve had an awful lot of conversations amongst ourselves and 
also with [son] about the whole life after death, heaven, hell, you know, the 
whole thing comes up. But yeah [son] readily talks about [stillborn 
daughter]; she’s just like become like any other of our children are.
Isohel: Part of it.
Ian: Part of it.
[C09-SB-02-J]
The father already had one son by a previous marriage and they had a son together 
before the stillbirth; the child after the stillbirth of their daughter was another boy. 
Continued integration might be because of their stated desire for a daughter, especially 
as there were to be no more children. This was the case with Ann and Alan who always 
wanted six children; unwilling to have any more, Ann was adamant about the place her 
stillborn daughter retained in their family:
Ann: [S]he was my final one and the midwife, everybody knew that, the 
hospital ’cos one of them said, “Are you going to go for a football team?” 
And I said “No, that is it. This is my number six.” That’s all I ever wanted 
and it was like that was final and no.
SM: And have you included her as your number six?
Ann: Yes we have, yeah, yeah.
[CO 1-SB-06-W]
While we might assume that those men who agreed to take part in interviews were more 
likely to integrate the baby in their continuing lives than those who did not, it was 
women who were more likely to report discussing the event and the child with their 
surviving children rather than partners. Talking of the child reclaims its identity, indeed, 
when men and women report not mentioning the stillbirth, the word ‘denying’ is often 
used. In refusing to ‘deny’ the child at home, families retain the links to the stillborn 
that were made before it was born and reinforce their particular identity in relation to 
that child. However, with the experience of pregnancy clearly gendered, not only 
because of its physicality but also due to the macro-conditions that surround it, the 
continued identity construction of the stillborn may be seen to be more important to 
mothers as they are positioned more closely to the stillborn than their partners.
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However, in the absence of talk of the event, there were other ways by which continued 
remembrance of the stillborn was possible or would act as an adjunct to talk.
Reclaiming identity through memorabilia
The most pronounced memorial to the child would be, for those that were buried, a 
gravestone. Many stillborns seemed to be thus integrated into family life, as parents 
were able to ‘visit’ their children and perform tasks in relation to the child. Here, 
cleaning the gravestone is an act by which the dead child can be (temporarily) parented;
SM: Do you go up and visit her grave?
Ann: Yeah, yeah we do, I mean it’s her birthday pretty soon on the eleventh 
and we’ve got, every year my Mum would buy her some lovely little 
ornaments -  angels, or fairies and Alan would sort of spray them and lacquer 
them and then do a shimmer on them ’cos they were like a white stone 
colour. She used to get them off a special sort of garden magazine and, um, 
we always, birthday, Christmas, we do it Easter, but we do go up regularly. 
Alan went up sort of when he took [older daughter] last.
[CO 1-SB-06-J]
One mother not only visited the grave but placed gifts for the child there despite the 
disapproval of her family;
Una: Dad thinks the grave looks a mess ’cos it’s covered in toys. He says it 
should just have a pot of flowers. I said “He’s a child and his toys move, are 
played with, his windmill goes round.” I say “I can’t just leave him a pot of 
flowers, you know?” Probably might have been different if it was a girl, but 
not for a boy... it’s covered in cars and trucks.
[M08-SB-03]
Una was a mother who was not expecting to ever have a son as following the birth of her 
third daughter her husband chose a vasectomy and by her seemingly extreme method of 
integration reasonably feels that he is still present in her life. Interestingly, she 
considered that a pot of flowers will do for a girl but boys need different things on their 
graves. She also notes how the toys are ‘played with’, as her other children play with 
the toys they may also be, for Una, symbolically integrating her stillborn into family life. 
Herein, lies the difficulty in separating out the public from the private. While the grave 
is a focus for private family remembrance, it also serves as a public acknowledgement of 
the life before birth and, in placing objects on the grave, the impact of the experience on
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the parents is reinforced for other people who visit the graveyard. Also during the 
interview, she produced documentary evidence of her fight with the local authorities 
over the perceived untidiness of the toy-strewn grave as the local council considered it to 
be too untidy. Zoe’s husband, in common with Una, Ann and Alan, gave his son 
presents as well:
Zoe: [Husband] gave [son] a rugby ball for his birthday. He said he’d be 
needing a bigger one by now. We buried a tiny one with him you see. 
[Mll-SB-01]
While many parents did not tend graves or give presents in this way, for those that did, 
their sons tended to get toys which parents felt suited to their gender, while daughters 
would get ornaments. This is a way in which, even in death societal ideas of masculinity 
and femininity pervade memorials to the dead: parents envisage a stillborn male as 
active; flowers and ornaments for a girl suggest a conceptualisation of the stillborn 
daughter as more passive. Moreover, the toys and presents given by Zoe and Una are 
age-related as the parents retain the idea that their children are growing. This is a further 
example of a continued biography under construction. Indeed Una, looking further into 
the future, asked at the interview what other people gave their stillborns on their 
eighteenth birthdays.
The photo given to the parents at the hospital as a memento of the baby also 
served to be a constant reminder of the child and was a conduit for conversation in the 
family. Indeed, during interviews, parents often would point out the hospital photograph 
which in this following case was a way in which children could remember their dead 
sibling:
Sheila: [A]nd my children, [older daughter] would, you know, talk about 
[daughter] all the time, well, not all the time, it’s not in a morose way, but 
you know, [elder sister of stillborn daughter] quite, she’ll pray for her every 
night and she would sometimes walk by the photo and give her a kiss, the 
photo on the mantelpiece.
[M06-SB-03]
For Ann and Alan, their memorials centred around Christmas time, a point at 
which the stillborn would become more prominent in family life. With existing children
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playing with her ‘bits’, that is, the ornaments that commemorated the child, they are by 
extension remembering and playing with the stillborn:
Ann: She’s got little bits at Christmas, little china shoes that go on there and 
I mean they [the children] love her, light their candles, play with her bits. 
[C01-SB-06-J]
As a final example, functional memorials were sometimes mentioned:
Carl: We’ve also got a tree planted here as well. A little tree, we’ve been a few 
times and we’re also getting a bench for the garden as well, so it’s sort of a 
permanent reminder here.
[C03-SB-01-M]
A bench acted as a private reminder for the above couple, becoming public when they 
have guests, indeed, they stressed how much they were able to talk about their son. In 
another case, where the husband was not so willing to talk, a public bench -  that 
provided a private space for the parents -served as tacit expression of remembrance and 
a way of inclusion of the stillborn:
SM: So have you planted a tree or done anything like that?
Amy: No, actually we’re getting a memorial bench at the nature reserve 
because that was always a place that we were going to take him, feed the 
ducks and that. In fact, we’ve been down there loads since and whenever we 
feed the ducks I do it with a smile on my face, um, and so we decided that 
we would get a memorial bench down there because when, once this new 
baby’s born, we can all go there as a family and [son] will still be included. 
[M12-SB-01]
These several memorials were all aids by which stillborn children could be incorporated 
in the family formation. Such sustained acknowledgement of the stillborn was 
particularly important for those who were unlikely to fulfil their ‘lifeplan’ (Giddens, 
1991): from the time they married, Ann and Alan decided that they would have six 
children; continued integration of the stillborn in their family goes some way to fulfilling 
this plan. For those parents, too, who were unlikely to have the longed-for son (Una) or 
daughter (Ian and Isobel), inclusion of the stillborn seemed fundamental. While 
inclusion and remembrance of the baby was important, couples were not always at 
liberty to behave in such a way. The photo, talk of the baby and other memorials were
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ways in which the baby was integrated into the family and parented, in a small way, 
after death. For some, this was not the case.
Enforcing the silence
Many women, especially those who were interviewed individually, reported that their 
partners were unwilling to talk about the stillbirth experience or of the stillborn. This 
avoidance manifested itself as a way in which integration of the stillborn could be 
regulated within the private sphere as men seek to avoid talking about or memorializing 
their stillborn child.
Avoiding talk
Recourse to ideas around particular types of masculinity was one way in which men 
would resist talk, especially among the partners of the manual workers interviewed here. 
Tanya felt this to be particularly debilitating as it was a way in which she felt her 
husband asserted his authority over her:
Tanya: I think he’s always been suffering, but he’s done the macho thing 
and he’s deflected everything on me to the point that he’s undermined me, 
made me feel that I’m the psychopath. When in actual fact, he ain’t doing 
too well himself.
[M07-SB-01]
In contrast to Zoe and Debbie’s ‘new men’, Tanya’s husband, among other men, seemed 
resolute in his silence; a way of performing masculinity to hide his emotions as Tanya 
suggests. Moreover, in ‘doing masculinity’ in a particular way, Tanya’s husband 
contrasts the over-expressive nature of his wife as symptomatic of mental instability, 
which resonates with Ann’s reference to the family being worried about her state of 
mind following the stillbirth. Another example of this construction of the instability of a 
bereaved mother’s mental health was present in Christina’s account:
Christina: He don’t want to talk about it, so he’s making out as if I’m being 
neurotic or something.
[M14-SB-01*]
Tanya’s and Christina’s partners maintained a silence in ways similar to other men with 
regard to their loss; ways in which ideas of how a man should behave are performed
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within the private sphere. Where men are reluctant or uncomfortable in talking about 
their experiences, either due to a fear of emotional display or an inability to articulate 
their feelings, they are able to do so as that is accepted as male behaviour. Indeed, 
Tanya related a night where her husband’s performance of masculinity broke down after 
an evening of drinking:
Tanya: And surprise, surprise he went and got paraletically drunk and 
smack, got his face completely smashed in the night before the [counselling] 
meeting. That was his way of getting out. Came in. I’ve never seen 
[husband] like that. I’ve seen him paraletically drunk but he’s never turned 
up on the doorstep covered in blood. I mean I was just completely freaked 
out, he was crying, and it was pathetic. He was like a little boy really, it was 
quite sad. So, of course, I cancelled the appointment out of embarrassment. 
[M07-SB-01]
This was a point at which the constructions of masculinity that characterised Tanya’s 
experience fragmented. Not only did he talk when drunk, but he talked excessively, 
laying open his hurt feelings and outlining his recriminations. As Tanya related:
Tanya: He never tells me what he’s thinking and feeling. He does when he 
gets drunk, and it all gets too much and then I get the “You don’t support 
me. You’re not there for me. I’m the one that has to go out to work, I had to 
go straight out to work after [son] died, nobody thought about me,” so then, 
you see, it’s turned back on me.
[M07-SB-01]
Here, seemingly, only through alcohol use does an aspect of her partner’s performance 
of masculinity slip, allowing him to talk about his loss. His actions highlight the 
division between the experiences of women and of men: women were able to take 
maternity leave while men, positioned as ‘breadwinners’, needed to go back to work. As 
such Tanya’s husband termed himself as a ‘forgotten mourner’ (McCreight, 2004). This 
was a recurring theme for men:
Fred: You just get on with your, your normal life. [Son’s] still up there, 
there’s still responsibilities, as the sort of breadwinner you have to get on 
with things, you know? And you can’t spend all your time grieving, getting 
upset and letting the world fall around you. You have to get on with things, 
rightly or wrongly. Get on with life.
[C06-SB-02-M]
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James'. It’s just ’cos your baby’s died you’ve still got to pay your electric 
and gas bills and pay your mortgage. They’re not going to stop it just 
because of that [laughs].
[ClO-SB-Ol-J]
With bills a priority, men would refer to work in terms of a traditional breadwinner role: 
societal constraints mean that, while women have recourse to maternity pay over a long 
period of time, men do not have this option and so have to return to work. ‘Moving on’ 
is a theme in their accounts which can conflict with a mother’s need to remember the 
child. The ‘breadwinner’ role prevents these men from displaying emotions that might 
be deemed unacceptable in the workplace. Work, however, might also provide an 
escape from the heightened emotion at home -  emotions that men may not be 
comfortable with -  and Bob, although having taken advantage of an extended period of 
leave afforded him by his employers, still talked of his ‘relief at returning to work.
Women, on occasion, could be seen to be supporting male silence:
Rebecca: [Husband] didn’t talk about it at all. Unless I made him.
SM: Did you make him often?
Rebecca'. No, not really, because I knew he didn’t particularly want to and I 
didn’t want to upset him. Um, it’s the sort of thing with, um, we only talk 
about it very occasionally.
[M05-SB-01]
While silence may be equated with a lack of emotion, the accounts demonstrated that 
men were emotional: some men admitted to being upset and claimed to thinking about 
the child but they would not necessarily want to express their feelings about the son or 
daughter or continue talking about them over an extended period of time. This desire for 
silence was not confined to working-class men; while there were middle-class men who 
were more than happy to be interviewed, many interviews were only with women as 
their husbands were unwilling to take part. Indeed, the reluctance of their partners to 
talk might have been a contributing factor to success in recruiting mothers as the 
interview provided an outlet:
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Christina: I know I like talking about what happened, I know I’ve been 
crying. I very rarely go over the whole story about what happened. And I 
wanted to. It’s therapeutic talking about it. And people won’t [talk] and it is 
[therapeutic].
[M14-SB-01*]
Men’s pragmatism plays its part in the regulation of integration of the stillborn in the 
private sphere: once the event was over there was a need to get on with life: Amy 
provides a brief example of this:
Amy: We weren’t really talking about what had happened, um, and I think I 
felt like I didn’t have anyone to talk to, um, because [husband] by this stage 
sort of didn’t really want to talk about it, just let’s get on with things. 
[M12-SB-01]
It would, again, be a mistake to link men’s silence to those fathers in the manual classes 
as Amy’s husband is in social class one. She linked her partner’s unwillingness to talk 
to a more traditional reason given in the stillbirth literature, but that also can be 
connected to masculinity: man as ‘protector’ and ‘supporter’:
SM: Why are men like that do you think?
Amy: I think [husband] just felt he had to be so supportive for me, um, that 
he couldn’t show what he was really feeling. Um, this, I mean this is what I 
think anyway, um, and so by just getting on with things and, and just, not 
pretending everything was alright, because he wasn’t doing that, but I think 
it was just his way of trying to support me. I don't know not showing how 
he really felt ...I mean he’s, he is sort of quite a private person anyway. Like 
he’d never talk about when he was ill* or anything like that. It’s taken me 
like six years to get to find out exactly what happened so he is like he’s a 
very private person anyway.
[Mll-SB-01]
This notion of support evidenced by withholding emotions was a way in which Fred felt 
he had disadvantaged Fiona. In being ‘the guy’, he had admitted to not providing the 
support his wife needed:
Fred: Because we tend, you know, I think we dealt with it quite 
independently. Fiona did in her way and I did it in my way and maybe that’s 
not the best way... to do it. ’Cos as I say, a problem shared maybe it would 
have been less painful and time-consuming for Fiona if I’d have offered a bit 
more help maybe.
As a young man, Amy’s husband had an arm amputated after suffering from cancer.
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SM: Do you feel guilty about that now?
Fred: Yeah, I mean yeah of course you feel guilty. ’Cos, I mean, you know, 
if you’re making up to be strong and positive and you know sort of ‘the guy 
thing’ then, yeah, maybe I should have helped out a bit more. But you’re so 
wrapped up in like, you know, trying to shut that episode as quickly as you 
can and you get on with your other responsibilities, maybe I didn’t dwell on 
that long enough. Maybe I got over it or maybe I shut that chapter down too 
quickly.
[C06-SB-02-M]
No women interviewees mentioned that they had regulated people’s attempts to talk of 
their stillborn, although women who did maintain silence over loss were referred to: 
Tanya recalled that her husband’s family’s culture dictated silence over personal matters 
and that these included death. Barbara was another mother who experienced this type of 
familial cultural constraint and referred to other members of her family whose losses 
were ‘ swept under the carpet’.
SM: Why do you think [your family didn’t talk about it]?
Barbara: I think it’s because...! don’t know how to say it in a technical way, 
but in a layman’s terms ’cos that’s the line of least resistance in my family. 
Similar to my husband’s family. They haven’t dealt with their own losses in 
their lives and...but the...it’s easier not to go into that, stray into that 
territory, which is much as the here and now and still the same for them. My 
understanding, which has come about from what I do now^ ... I maintained 
the sort of family way of doing things. We worked in the language of my 
family.
[M13-SB-02]
Barbara and her husband talked for just one or two seconds about the stillbirth and this 
was when the event occurred; there was no funeral. This silence, where both withheld 
their emotions about the loss from the other, persisted for more than a decade.
In one instance, there was an explicit resistance to memorabilia of the stillborn: 
Christina relates how her husband was opposed to a photo being displayed, so she 
resorted to keeping one in a drawer upstairs:
Christina: But yeah, he’s always right uncomfortable talking about it. He’s 
even got nasty sometimes, “I don’t want to talk about it.” If I try to talk 
about it, “I don’t want to talk about a reason, she’s dead, she’s gone, she
Barbara is training to be a psychotherapist.
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were my daughter, I miss her but I don’t want to talk about her.” He doesn’t, 
we haven’t got any photos up.
[M14-SB-01*]
Highlighted here is this man’s individual experience of grief; not talking about his 
daughter does not mean he does not think about his stillborn daughter which accords 
with Walter’s (1999) highly individualised conceptualisation of grief in the private 
sphere. Christina’s husband thinks about his daughter; he is upset but expressing that 
grief is unthinkable to him so he is reluctant to have any reminders that might threaten 
his silence.
It would be a mistake, however, to consider ‘moving on’ and silence as entirely 
male behaviours and experiences. Already noted has been the experience of those 
women who would be silent themselves and ‘moving on’, this also was a theme that 
emerged from the mother’s accounts:
Amy: I want other things in my life.
[M12-SB-01]
SM: Do you think it helped having [your daughter]?
Dehhie. Yes. I do. We had to come out of hospital to go to her and though I 
wish we spent more time with [stillborn son], but it was the right thing to do. 
You couldn’t sit around in your pyjamas and wallow all day ’cos you had to 
get a toddler up to pre-school to toddler groups and... you couldn’t sit 
around and feel sorry for yourself, ’cos it was upsetting her.
[M15-SB-02]
Fiona: I would say our life did get as near as back to normal very quickly 
and that was basically because of [elder brother of stillborn son]. 
[C06-SB-02-W]
Sheila: People were always asking how I would cope with Christmas shortly 
afterwards, but actually I mean, you know, a lot of it was hard and it was 
crap but half the rigmarole I really enjoyed, and some of the crappy physical 
side of Christmas I really enjoyed, because it was so simple. You know 
wrapping presents and all that sort of... oh... I remember I was once going 
out, not around Christmas, I was going out to buy something that was it was 
some cups or something like that and somebody said to me, “Oh that must be 
awful to have to go and do that,” and I was, “No, I really just want to go out 
and buy cups because it’s really nice to go out and buy something normal,” 
and ...made me appreciate it.
[M06-SB-03]
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Synchronous to remembering the child is a realisation of the need to relinquish 
the stillborn somewhat and it is too simplistic to frame the experience at home as women 
wanting to integrate the child and men not wanting to; women referred to the necessity 
of Tetting go’, although not to the extent some men did.
This section has considered how silence about stillbirth might be enforced within 
the private sphere. In some cases, although men exercised themselves in limiting or 
preventing the integration of the stillborn into their continued life, women resisted this 
regulation by attempting to break the silence regarding the stillborn. The following 
section outlines these attempts.
Breaking the ‘private’ silence
While men might attempt to regulate talk and remembrance of the stillborn within the 
private sphere it did not follow that women would necessarily accept such regulation. 
Sheila points out that there are times when the experience must be revisited -  possibly in 
the purchase of a headstone or the discussion of the ashes referred to earlier by Diane; 
but again there is a perception of her partner’s highly privatised grief:
Sheila: We actually don’t talk...We do talk about it when we have to but at 
different levels, you know. If I push him, he’ll often say this story reminded 
me of it, or this reminded and actually there are a lot of key things that 
trigger thoughts for him, but he wouldn’t necessarily be telling me them all. 
[M06-SB-03]
Women would refer to ‘pushing’ or ‘making’ their husbands talk as part of their 
resistance. Having had years of silence about her stillbirth, Maggie decided to take 
action. After a hysterectomy she was faced with knowing that she would not have any 
more children and this crisis appeared to trigger a need to return to the loss of her first, 
stillborn, child. Taking matters into her own hands and anticipating her husband’s 
reaction, she obtained information about where the stillborn was buried and confronted 
her husband:
Maggie: Only now we [talk], because he was shocked that day. I rung him 
and said, “We’ve got to go somewhere Thursday morning.” And when I 
said, “Oh we’re going to the cemetery,” he was heartbroken and he, he said, 
“Oh, you know, he won’t be there any more, they won’t know where he is.
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because he didn’t know where he was”. He couldn’t remember, he hadn’t 
ever gone again and I said, “No they found it,” so he did say the night before 
“It’s going to be heartbreaking,” And now I told the children [younger 
siblings to the stillborn] about him. I hadn’t told them. They didn’t know, 
we never talked about him.
[MOl-SB-01]
Like the fathers who tried to support wives through their silence, the references her 
husband makes to ‘heartbreaking’ seem to be in order to try to prevent Maggie from 
speaking out. It can be seen as a way he tried to continue to ‘protect’ his family, itself a 
manifestation of societal ideas of masculinity, maybe because he felt that their 
subsequent children had no need to know about their dead brother. But having proved 
strong enough to counter her husband’s opposition to integrating the baby, Maggie is 
now able to talk about her stillborn in a family setting, as noted earlier.
For Amy, however, it was almost by accident that she was able to counter her 
husband’s resistance to talking of the stillbirth. Feeling isolated by her loss, she had 
turned to counselling:
Amy: By me going to counselling and coming home and telling [husband] 
what had happened in my counselling session made us start talking again 
which was what we needed. I didn’t really need to talk to anybody else.
SM: You needed to talk to [husband]?
Amy: Yeah, yeah, um, and since then we’ve, um, made a very sort of, we’ve 
made a point of talking regularly, um, not going on about it all the time 
because no one can do that for ever. Um, but [husband] will occasionally 
say, “Oh, I was thinking about [son] today” or, you know and like if he’s 
watching the football or something just little things like that, he’ll say, “Oh I 
wish I could have done this with [son]” and so we, it’s actually made us 
very, very, very strong.
[Mll-SB-01]
Since Amy made a point of telling her husband of her experiences in counselling, the 
stillborn child has been more prominent in the experience of family life. Talking of the 
loss is once more constructed as a ‘need’. Indeed, Amy considers their marriage to be 
stronger as a result and this again accords with ideas that a healthy grieving process is 
one where the bereaved talk about their feelings.
Finally in this section, Christina was determined to find a way to resist her 
objections to a memorial to their daughter.
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Christina: I found out about somebody through Sands who, um, um, like 
touched photos up, so she’d done me one that, um, that she took a lot of 
discolouration out so she just looks like she’s asleep and when we get all 
them stairs decorated I’m going to put it up there; I don’t care what he says, 
you know?
[M14-SB-01*]
With men’s silence being one way in which the mother’s integration of the stillborn is 
prevented, this section has demonstrated that some women are able to resist the male 
silence. Women are keen not to deny the children to whom they have given birth, 
actively encouraging remembrance by themselves and others within the family. 
Giddens’ (1991) work on consciousness argues that there are two types of 
consciousness: the practical where social structures are maintained and the discursive 
where behaviours are attempted to be changed. Applying these forms of consciousness 
to the level of interaction between couples, the behaviour of women, keen to include the 
stillborn in the family formation, are examples of such a discursive consciousness. 
Men’s (and in some areas of their lives, women’s) overwhelming desire to move on -  
possibly due to practical constraints -  are instances of practical consciousness.
Conclusion
This chapter examined how the baby is integrated into a continued family life in the 
private sphere and how in some cases such integration is prevented. Benefits of 
integration are the reclaiming of identity, the construction of which began in pregnancy, 
for both the unborn child and the parents. Talk of the stillborn and the experience as 
well as memorials to the child position the parents once more in relation to the child. 
This experience was gendered with women far more likely than men to want to ‘live 
with the baby’ than were their partners. This can be linked to the pregnancy where 
women were physically tied to the child and actively parented the child to a greater 
extent than the father. This did not mean that all fathers were not able to ‘live with the 
stillborn’ and the integration of the stillborn in the continuing life of parents can be seen 
to be a matter of degree: some stillborns were highly integrated and others rarely talked 
of within the nuclear family. Particular contexts such as Christmas might mean that the
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stillborn was temporarily re-integrated. Integration was also mediated by pre-existing 
family cultures where silence may be the norm and by the parity of the stillborn.
Where men would actively resist such integration in order to prevent their wives 
or girlfriends from talking of the stillbirth, such regulation was accomplished through 
the deployment of the idea of a ‘strong, silent masculinity’ that precluded talk. In 
insisting on talking more of the experience, however, women risked being defined as 
‘mentally unwell’ as excessive talk was deemed to be symptomatic of illness rather than 
as an expression of femininity or as a need to remember themselves as the mother of the 
stillborn.
In considering such experiences, this chapter has outlined parental experience in 
the private sphere although it was noted that the two spheres are difficult to separate out. 
In some cases public spaces are private places to remember the child while in others, the 
private space of the couple become public, either when the family has a visitor or, 
indeed, is interviewed by the sociologist. The next chapter considers the public sphere 
and how parents might be able to remember the stillborn in a wider social network.
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Chapter Eight
Continuing a ‘social life’? Public integration 
and the stillborn
Chapter Seven considered the integration of the baby into the private sphere of the 
nuclear family. Women were more inclined to integrate the stillborn which was a way 
in which their own identity of mother to that baby was reinforced. The preponderance 
of women anxious to behave in this way reflects the greater investment in pregnancy 
(due to its physicality and the discourses that surround it) by the mother than the father. 
It was noted, however, that while the focus of that chapter was the private sphere, there 
is no hard and fast division between that area of the parents’ lives and the public sphere. 
This chapter also addresses integration, but in a wider social network, and how the 
stillborn may be integrated beyond the family. It starts with the formal ritual of the 
funeral and moves on to discuss continued talk of the event and the inclusion of the baby 
in a wider social network that extends beyond the nuclear family. It also outlines the 
ways in which women and men are able to revisit their bereaved identity at support 
groups and on the internet.
Public integration of the stillborn
While both Cecil (1996) and Layne (1997) have argued that a silence exists around 
stillbirth, they cite a lack of Hallmark cards to mark a pregnancy loss as partial evidence
170
for this, the accounts here do not suggest an utter absence in the ability of others to 
recognise parental loss especially in its initial stages. Mothers and fathers recalled 
receiving flowers, gifts and cards that expressed the sympathy of others. These acted as 
markers of the consideration given to the loss by the parents’ social network although 
occasionally parents would note that some of these messages were addressed only to the 
mother, a further instance of the father as the ‘forgotten mourner’.
Only two out of 22 sets of parents did not have funerals. Barbara explained why:
Barbara: We didn’t have a funeral or a burial or anything. I just wanted to 
put it behind, say now, get it over and done with. So I did that.
[M13-SB-02]
Here was a mother who ‘moved on’ in the way that many of the fathers did and this 
almost immediate attempt to put the experience behind her, she attributed it to the 
familial cultures that both she and her husband had experienced as children. The other 
mother who did not have a funeral explained that:
Rebecca: ... a funeral would have meant a grave. Then we could never have 
moved away. And moving away was the best thing we ever did.
[M05-SB-01]
Rebecca claims that the grave would have tied herself and her husband to a specific 
geographical location and she was clear that part of their recovery process was to move 
away from the area where the loss occurred. With the presence of the child’s body 
nearby, albeit a dead body, it suggests that, for Rebecca and her husband, the connection 
to a physical body that they were ‘parents’ in relation to, would have constrained their 
geographical mobility. It must be noted as well that the two mothers who did not have a 
funeral experienced their loss in the mid 1990s. This was at a time when the climate of 
care was changing and recommendations that might include suggesting that parents hold 
a funeral may only have been beginning to be implemented.
The funeral was a formal way in which parents could publicly cement their 
relationship to the stillborn and it was also a way in which their social networks could 
also acknowledge the loss and offer their support. For Diane it was the chance to ‘dress’ 
as the mother of her son, and her purchase of clothes to wear at the funeral was highly 
symbolic:
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Diane: I felt very much. One of the things that I liked doing with the funeral 
when I, um, I went out to buy myself some clothes for the funeral and 
suddenly felt like I’d done something and I contacted a friend of mine who 
lost a baby, um, a few months ago and said, “You know, I suddenly feel 
better, you know?” And she said, um, she said, “Well, you can go out and do 
things, you can, you know, buy things for him or buy things for you,” so 
certainly in that sense I’m trying to regain a kind of mother identity I guess 
there.
[C04-SB-01-W]
Debbie: We had a funeral at the, um, crematorium at the cemetery at [town]. 
Quite a lot of people came which was nice. We had most of the family 
come. Nine o’clock in the morning on a week day so it was awkward for 
people, some people from my work came, a couple of friends and my 
employer, and, um, most of [partner’s] department from work came, for 
[partner] really to support him....[son] came to the crematorium in a purple 
Vauxhall Corsa [laughs'] on the front seat in a tiny coffin.
[M15-SB-02]
As evidenced by Debbie the funeral was a function at which the stillborn had a definite 
presence and it also provided some memories for the parents to evoke of their son even 
though he was in his coffin. Other parents recounted having the coffin in their house 
and Ken and Kelly held the funeral at home. A short space of time for contact, whether 
it is with the body or the coffin, meant that many parents were concerned to make the 
most of that time. The support from Debbie’s husband’s work colleagues suggests that 
not all father are ‘forgotten mourners’ as McCreight (2004) might argue; at least not in 
the initial stages of loss.
If not undertaken by the hospital arranging the funeral was a weighty task. 
Where the mother was in hospital for more than a few days, this duty fell to the father. 
As an aspect of bereaved fatherhood, arranging a funeral for the dead child could be 
considered to be an active aspect of parenting the stillborn:
Hannah: Yes, we decided we wanted a funeral and we wanted it here. Um, 
and I really don’t know how the arrangements happened. I ... you did it all. 
Harry: Well, I think you just go on to automatic pilot... and you just carry 
on... certain things.
[C08-SB-01-J]
At this point the family members of the bereaved couple were at their most useful, in 
particular, the parents of the bereaved. As might be expected, due to a change in the
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distribution of mortality over the last century, many of the interviewees had not 
experienced the loss of a parent and so had no idea how to arrange a funeral. This was a 
point at which the grandparents of the stillborn were turned to:
Alan: It was Mum, I didn’t have a clue what to do really.
Ann: We didn’t really know what to do but Alan’s sister had lost one. Um, 
she’d be 18, she was eight weeks younger than my [eldest daughter], of cot 
death. So, his mum and dad had arranged all that.
[C01-SB-06-J]
Although a hurdle, the funeral was often seen in a positive light. Like the rituals around 
holding the stillborn, it was an aid to parents’ coping through the first few weeks and 
facilitated public recognition of the loss, enabling others to express their sympathy 
toward parents now formally positioned in relation to the child.
A further way in which formal remembrance of the stillborn could be managed 
was by group memorials. These tend to be organised by Sands at a local or national 
level and many parents mentioned attending such events, even Amy who was unwilling 
to attend the support groups:
Amy: We did go on, um, a Sands picnic in Hyde Park I think it was. We 
went to that.
[M12-SB-01]
Similarly those men who might refuse to talk about the loss with their wives at home 
were more comfortable in acknowledging their children at such services which are often 
arranged at Christmas:
SM: How did your husband, if you don’t mind me asking, feel about this 
sudden counselling, going to Sands and revisiting what had happened nine 
years previously or...?
Barbara: He has no reservations or hesitation about me doing it. Um, so long 
as he doesn’t have to do it. And it’s, um, it’s taken until last year, no not this 
Christmas just gone, the Christmas before until he’d taken any part and 
that’s in going to the Sands. ..but, um, that’s as much, um, personal 
investment as he has in it.
[M13-SB-02]
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Barbara’s husband was not the only man to behave in such a way. Acknowledgement of 
the identity of bereaved father at a public service has a degree of anonymity. There is no 
demand to voice their loss as their attendance is testament to it;
Fred: Um, no, I mean, you know, on a personal front I, we have our sort of 
[Sands] memorial service around Christmas time, don’t we.
Fiona: January, the first week in January.
Fred: That I go to.
[C06-SB-02-J]
SM: Did [husband] go to the Sands meetings with you?
Una: Doesn’t do anything, no. The only things he’d come to are like tun 
days or balloon releases. Doesn’t no. Won’t talk about it. That’s how he 
deals with it. I’ll talk till kingdom come about my son.
[M08-SB-03]
A greater number of mothers reported that they talked more about the baby with 
other people than with fathers. As mothers have historically been conceptualised as 
allied to the private sphere and the role of parent being seen to be more integral to a 
woman than to a man, this may be seen as a particular way in which bereaved 
motherhood is performed. It also accords with popular notions of women being more 
likely to discuss emotional matters than men. Indeed, for those women with non- 
communicative husbands the social circle became the main forum in which women 
could talk about the loss. This mother, faced with silence at home, had friends who were 
willing to listen:
Rebecca: I talked to friends a lot. I bored everybody absolutely rigid. I just 
talked and talked and talked and talked and talked and talked about it to 
anybody who’d listen to me because that was all I had left if you know what 
I mean? Talking about it and talking about what had happened was all I’d 
got so that, I did that a lot and drove people crazy probably.
[M05-SB-01]
Talk is all that Rebecca has left of her motherhood and speaking about the baby and the 
experience was in itself conceptualised by women as a coping mechanism. A 
consequence of such talk for women was that it would remind others of their position as 
mother to the stillborn. With fathers talking less about the experience than their 
partners, men had less scope for such reinforcement of the parental identity. Even so, 
parents found it difficult to locate themselves as noted in Chapter Six: while keen to be
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identified as parents, friends and family would not necessarily conceptualise them as 
mothers and fathers. This resulted in particular days in the calendar being problematic 
especially for those that celebrated parenthood as noted in Chapter Six.
The chance to integrate the baby into a social network wider than the nuclear 
family might come with spending time with others who had been bereaved and whom 
Goffman (1963) would term ‘the own’. The bereavement experience often brought the 
parents into new social circles, with the graveside occasionally becoming the place 
where the child was brought into family life as they performed the role of parent in a 
more public fashion. Tending the grave with another family contrasts with the more 
privatized tending of the grave by Ann and Alan that was referred to in the previous 
chapter:
SM: Do you go [to the grave] a lot?
Una\ In the summer we went for a couple of picnics down there with the 
girls because it’s under a tree. We went and cleaned him all up and we went 
with another family we know through Sands and together we all cleaned the 
stones and everything, polished it all up, we did everything.
[M08-SB-03]
Rather than cleaning the child’s room, parents clean his or her grave. This is a symbolic 
act for themselves but it also shows other people that this is a child that is cared for. As 
such, these actions may be seen as active facets of parenting the stillborn.
For those parents who were keen to integrate the stillborn baby and talk of him or 
her, this tendency was occasionally noted by their live children who might follow their 
parents’ lead. The following two excerpts are salient examples of how the parental 
attitude towards remembering the baby was learned by children:
Isoheh He’s [son] shown the checkout lady at Safeways a picture of 
[daughter], whipped it out of my purse and said, “No I haven’t just got a 
brother I’ve got a sister as well.”
[C09-SB-02-J]
Ann: I got a phone call when I was at home and [the headteacher] said “Look 
[daughter’s] brought these pictures in.” She’d taken them out of [the 
memory] box and I didn’t even know. “She wants me to see them and the 
teachers,” she said, “and the children.”
[C01-SB-06-W]
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In a difficult decision for the head-teacher and for Ann, Ann’s daughter was allowed to 
proceed with showing the class the picture of the stillborn. As the children in Ann’s 
child’s class accepted seeing the picture of the dead baby, Diane, an infant school 
teacher, found the direct questions her pupils asked her to be a relief after the avoidance 
tactics of adults:
Diane: Some of the children avoided me. Didn’t know what to say, didn’t 
look at me. I think that might have come from their parents more than, you 
know, “Be careful of what you say to.” Some of the children just talked to 
me about their Christmas holidays {laughs) and what they’d done and didn’t 
really mention it at all and some were, you know, “I’m very sorry” and, and, 
you know, talked a lot about how he was a baby and he was in heaven now 
and that was quite nice really. And they did ask questions as well.
SM: And how old are they?
Diane: They’re six and seven.
SM: So they sort of knew what it all meant?
Diane: Yeah, yeah. But I did find it quite, certainly the children who asked 
questions. I found that quite a relief because they were questions that most 
adults were scared to ask.
[C04-SB-01-W]
There was some evidence to suggest that in some family circles, the parents not need be 
present for their stillborn to be remembered. Ann and her husband come from two large 
families that have experienced loss. While it may be simplistic to relate this to a 
working-class camaraderie reminiscent of the one found by Young and Willmott (1975), 
there was a pervading sense of support from her family and recognition of her loss from 
the wider social circle:
SM: So she has a real, um, social identity?
Ann: Yes, oh yeah, definitely, definitely, I mean even my nieces and my 
nephews -  the older ones -  my sister’s children, sort of they sort of do talk 
about her and one of the little ones a little while ago one of them went -  my 
nephew, niece, she sort of seven coming up, and she was only sort of three 
so she didn’t and she said “You, Daddy was saying about you having 
[daughter] and that’s your little baby, she was and where is she then? Is she 
in heaven? Is she with Nanny and Grandad?” She knows Nanny, well its 
Granny and Gramps and I said “Yeah she is,” and so it was sort of an 
acceptance even though, which surprised me that they’d identified her still 
and talked about her.
[C01-SB-06-J]
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There were occasions where participants would specifically call on the identity 
of ‘bereaved parent’ and, therefore, implicitly remember the child, albeit for differing 
reasons. In this way, rather than the stillbirth being a ‘negative stigma’, it became a 
‘positive stigma’ and a social location which gave parents a status and position of some 
authority from which to speak. For example, parents might use this location to seek to 
change medical practice. Many women saw themselves as educators of hospital staff as 
they sought to explain to health professionals the extent to which stillbirth might affect a 
mother and her family. The following excerpt demonstrates this. Una considers that 
staff needed to hear about the lived experience:
SM: Because you’ve got the guidelines for health professionals...
Una: But then they’re not real. Whoever wrote them hasn’t got an 
understanding, because we gave the talk to the midwives and I made them 
cry when I told them what I told the girls [her two daughters], and I actually 
apologised and I said, “I didn’t mean to upset you.” “But Una” [they said] 
“we needed to know how important that [memory] book was, to us it’s a 
book that we just put in the hand and footprints we didn’t know it could be a 
bloody story book to two little girls.” And I went “Oh okay.” And I never 
thought of it like that and I thought if that’s what they need to hear. ’Cos 
they said, “You can tell us “do this, do that,” but we need to know your 
personal experience for us to gain so much out of it, whether it upsets us or 
not.”
[M08-SB-03]
Ann, too, went back to her hospital to ask questions and attempt to change practice. She 
demanded that women who had been in her predicament would not be kept waiting in 
the way she was:
Ann: All I actually asked them for and I actually, my GP actually put it in 
writing the same sort of thing, was that if anybody with any signs of pre­
eclampsia and that had been in and out of for the last week like I had been 
monitored that closely, don’t leave them sort of waiting around; get them 
straight up there so it doesn’t happen again.
[C01-SB-06-J]
Moreover, the reason many parents decided to take part in this research was also 
altruistic -  to help improve practice. Sheila summarized this attitude:
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Sheila: I know that I have to go through stuff [like this interview] because I 
think it’s a job that we have to do in a sense to make it real to other people 
and to widen the understanding of stillbirth.
[M06-SB-03]
Not only then was the stillbirth a place of status and an authority from which to speak 
but Sheila is conceptualising it as a requirement of her new identity. This place of 
authority had given Sheila and other mothers a certain type of ‘expertise’ that could be 
used to educate medical professionals as well as those in the parents’ social circles. In 
the following example, Diane, a teacher, is attempting to ‘educate’ colleagues and 
neighbour:
Diane: Yeah. We’ve got a neighbour who has often said the wrong things.
So she’s been quite [difficult]. I did try to educate her but it, um, it didn’t 
work. One of my colleagues came to visit me very soon afterwards and, um, 
that was a great help and she talked to me and listened as well and really 
wanted to know how I was feeling. Um, lots asked to see photos and, um, I 
also gave them a Sands leaflet about how to support friends and I could tell 
the people that read that and lots of people came to me and said. “I read the 
leaflet and found that really helpful.”
[C04-SB-01-W]
Another mother was educating her friends, not necessarily just about how to handle 
bereaved parents but also about stillbirth: one of her friends had obviously 
misunderstood the nature of the loss:
Penny: I’ve had, actually it was very strange, a very, very good friend, 
there’s five of us, that all knock about together from school and, um, we go 
away every year, um, for a long weekend and I’d seen them all, apart from 
one, and I took [son’s] little book with me on the weekend away to, to show 
her the photo and everything else. And she opened the photo and she said, 
she said, “Oh I thought he was going to be just a mass.” And she said, “It’s 
really a baby.” And I was like “Well, what did you expect?” and I’m glad 
she said it because I never realised that people might think that. Um, and so 
I’m glad that she said it because it made me realise that other people might 
be thinking the same as that. I mean she felt dreadful but, I mean, she’s a 
good enough friend that we could get over that and, um. I’m glad she said it 
actually, and she’s glad she saw the photo, because it made her realise 
actually what we had lost.
[M12-SB-01]
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This misunderstanding of the loss in this instance may well have impacted on the 
sympathy given by the friend to Penny in the first instance. Indeed, the education of 
others around stillbirth and the attempts to change practice may be seen as examples of 
discursive consciousness (Giddens, 1991), where the behaviour of individuals is such 
that it seeks to change existing social norms. This was considered in the previous 
chapter where mothers would seek to break the silence that prevailed at home and 
remember their child. In this case, the example of such consciousness was apparent in 
the public sphere. Another way in which the identity might be called upon would be to 
receive recompense. Only one couple were taking legal action against their local health 
authority but they, too, were keen to change maternity practice:
Carl: I deal with it in a way that you know, to crusade, to campaign, to make 
sure things change, to try and take the positives as much as you can out of 
the whole situation rather than dwell on you know the terrible, you know, 
things that have happened because, you know, you can’t change what’s 
happened unfortunately in the past. What you can do is change things for 
the future so I’m always, you know, glass half full.
[C03-SB-01-M]
For all parents of stillborns, whether their first or a subsequent child, there was 
also the question of how many children they were ‘parent to’. Indeed, in social 
interaction a question that might commonly be asked of a person relates to how many 
children they have. To include the stillborn in their answer, suggests that the child is, to 
some extent, integrated into the family. This section examines how parents claimed to 
respond to such questions and how they were gendered.
Mothers were far more likely to include their child in what might be called their 
‘public family’ than were men, although there were exceptions among both men and 
women. One or two mothers were adamant in their continued acknowledgement of the 
stillborn child:
SM: When people ask you, how many children you have, what, what do you 
say?
Ann: I always say it [six]
SM: You always say it.
Ann: Yeah, yeah, ’cos actually somebody who started in the school asked me 
in the school. She said “Ooh, someone said you had [son], [eldest daughter]
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and then three little ones.” I said, “Yeah, and then the baby I lost,” and 
they’re like “Oh” because to me she is part of my family.
[C06-SB-06-J]
The surprised reaction of other people to Ann’s inclusion of her stillborn daughter in the 
family suggests that, while Ann might feel it reasonable to include her, others might not 
feel the same way. Other women, too, realising the difficulty concomitant to admitting 
to a stillborn, would practise their responses: they were keen to include the baby. This 
active consideration of how to handle such questions was integral to the experience of 
mothers in a way it was not for fathers: as Isobel notes, motherhood is a routine 
conversation for women in a way that fatherhood is not for men.
SM: So do you tell people all the time then?
Isoheh I pretty much do, yeah, I don’t laiow whether Ian does... he’s a bit 
more...Especially like as a mother... that’s people’s topic of conversation... 
how many children have you got?
[C09-SB-02-J]
Some parents, although wanting to include the child, were more circumspect, 
carefully assessing the situation first:
Grace: Yes, and I think sometimes I just pause, it depends; if it’s somebody 
that I really don’t know and it’s an acquaintance of an acquaintance or 
something, oh, no, you’d say you’ve got two children: “Yes, I’ve got two 
children,” sort of thing. But if it’s a friend who you’re meeting or getting to 
know and you know somebody and you’re going to keep seeing them or 
something, I suppose. I’d pause probably huge pregnant pause and go, um, 
and then, then blurt it out and then say, “I’ve got two children but I lost my 
first child.”
[C07-SB-01-J]
Acknowledging the child positions the parent as mother or father in relation to it. Again, 
considering the accounts in earlier chapters, it is not unreasonable that women would be 
more likely to talk about a stillborn than men, having been closer to the baby. The 
accounts support this, with fathers, generally, less likely to declare their being a parent 
of a stillborn.
Harry: It changes after a while I think. Now if someone says, “Is this your 
first?” I just say, “Yeah.”
[C08-SB-01-J]
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Men were more likely to keep the child to the ‘private’ family; that is, when asked about 
their children they would only refer to living children. Ian was the one exception who 
claimed to always include his daughter in his answer, while George had devised a phrase 
that did not necessarily exclude the stillborn son but neither did it alert people to his 
loss:
George: I’ve got two lovely children with me is my ‘out clause’ because 
that doesn’t necessarily alarm-bell them that I had another so I’ve learnt to, 
to build my phrase, you know.
[C07-SB-01-J]
However, if there was an occasion where it proved useful to acknowledge the loss -  
admittedly, a rarity -  then the baby would be admitted to:
SM: OK. When you tell people, when people ask you how many children do 
you have, what do you tell them?
Bob'. Usually three.
SM: Why do you, why do you?'
Bob'. ’Cos I don’t want to talk about it. Sometimes when the fact it, it’s quite 
difficult because when, um, when I, up until [son] was born I was taking 
Italian lessons, six hours a week, and of course they stopped afterwards 
because, er, I just didn’t feel up to too busy sort of doing other things, um, 
you know just trying to keep her, keep Bridget together. But the Italians at 
work always ask me why aren’t you taking Italian lessons and so generally, 
to shut them up, I tell them why. That usually does it.
[C02-SB-04-M]
It seems an interesting inversion of the public/private divide: historically men have 
tended to be seen as allied to the public domain, while women have been associated with 
the private. In the case of stillbirth, the experience is, and continues to be, ‘public’ to a 
greater degree for women who actively want to keep the child in the public domain, 
while men are keen to privatise their identity of bereaved father. This privatisation of 
the identity of bereaved father that was displayed by some men may be considered to be 
an aspect of prevailing ideas of masculinity where men are expected to withhold their 
emotion. To have to explain that a child has died risks a possible fragmentation of 
masculinity in the public sphere. This might have particular repercussions for a father 
who is concerned with his role of ‘breadwinner’. As considered in Chapter Seven, this
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was a role that many of the men foregrounded after the initial loss and that impacted on 
the private sphere.
There were also informal ways in which the stillborn might be remembered: the 
picnic at the graveside mentioned earlier and parties for the baby on an anniversary, 
although, these risked disapproval from some:
Zoe: We wanted all the people who’d have been part of [son’s] life to be 
together on his birthday so we had a barbecue. Um, my Mum and Dad, 
[partner’s] Mum and Dad, my sister, my cousin, they came. But five didn’t 
turn up and that made a big hole. [Partner] asked his sister why she didn’t 
come. She told him it wasn’t appropriate to have a barbecue.
[Mll-SB-01]
Dehbie: A  few months back we started to arrange something to do for 
[son’s] birthday. We wanted to get everybody together to have a meal. Just 
thought it would be a nice thing to do and, um, when we said to them, “You 
know, we’re doing this on, we’re gonna do it on the weekend after his 
birthday and have [son’s] birthday party,” they said, “Who?”
[M15-SB-02]
The perceived inappropriateness of the barbecue suggests that the identity of the 
stillborn and the need of the parents to memorialise the child had not been recognised by 
these relatives.
Finally, the memorial benches and gravestones referred to earlier become public 
reminders; as does, in the following extract, a tree with a plaque. Trees seemed to hold a 
particular significance for parents and were often mentioned. They continue growing by 
proxy for the child that does not. The additional advantage of the tree in the following 
case is that the plaque keeps the name of Ian and Isobel’s daughter in the public domain:
lam That’s the word I’ve been looking for, we wanted [daughter] to be 
recognized. From my point of view that’s what...
Isobel’. I think so. ’Cos we wanted a headstone up as soon as possible just so 
to see her name. She’s you know, there. And we went and got the certificate. 
We’ve got you know, a birth certificate to prove that she was here you know. 
That’s the main sort of thing, the recognition, they are still here, they are still
part of us and things like that we had people at the playgroup, which is
still attached to the school he goes to now, they’ve planted a tree for her and 
put in a little plaque with her name on it with a little butterfly.
[C09-SB-02-J]
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It seems that, from the accounts collected for this study, women are keener to 
integrate the child, that is, to refer to the child and talk of the stillborn in the public 
sphere on an ongoing basis than are men. Markedly the men who attended memorials 
were those who were unwilling to talk of the loss with their wife. Public 
acknowledgement of the loss was easier and possibly less emotive than talk of the 
stillborn in the private sphere, where they might be more likely to fall prey to their 
emotions. This is despite that, for some women, the identity of bereaved parent becomes 
able to be used positively in order to educate others about loss. While possibly 
stigmatising, it is also an identity that ogives parents a certain status and a platform from 
which to speak. This section has considered how the baby might be publicly recognised. 
Regulation in the public sphere is now explored.
Regulation in the public sphere
Previous writers in the self-help literature have talked of a ‘conspiracy of silence’ that 
surrounds stillbirth which has a negative impact on parents. There has been little 
theoretical analysis of this, although Layne (1997) has related the silence to a 
Foucauldian triple edict of modern Puritanism (‘taboo, non-existence, and silence’) 
toward pregnancy loss. This chapter has already demonstrated that the social world the 
parents live in is not necessarily characterised by people refusing to talk although 
parents did feel that they were constrained in some circumstances in their ability to talk 
of the stillborn. This section considers how this constraint operates. It begins with self- 
regulation, a phenomenon noted by Walter (1999) with regard to grief, where men and 
women have internalised social norms and adhered to them.
Self regulation
A theme that runs through all the parents’ accounts was a concern ‘not to forget their 
child’. However, many were also concerned that there was a clash between mentioning 
the stillbirth and keeping the social equilibrium. As Fiona pointed out:
Fiona: Quite often it can be a conversation stopper.
[C06-SB-02-W]
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Problematically, the denial of their child’s existence led women to feel guilty; as if by
pretending the child did not exist they were denying the stillborn their identity as their
son or daughter, although others viewed ‘denial’ as a practical tool to ensure that social
situations ran smoothly. Indeed, they would actively assess the situation at hand:
SM: When people ask you how many children you have, what do you tell 
them?
Christina: Oh, that’s a right hard one. Um, if people say, mm, it depends 
where I am and I’ve struggled with this. It depends where I am and what I 
want to say and now I don’t feel so bad because I’d decided if I don’t tell 
them about [daughter] then that’s my choice.
[M14-SB-0I*]
As in the previous section, the majority of men would not mention their child but this 
was never referred to in terms of feeling guilty about such a denial, which suggests that 
they are not as connected to their parenthood as women. To borrow a term from 
Goffman (1963), parents would often ‘pass’ and, by not admitting to the stillbirth, social 
equilibrium could be maintained. Yet, in passing, parents unwittingly contributed to a 
continuing silence around stillbirth that led to their own expectations of success in 
pregnancy that were outlined in Chapter Five. Indeed, this was a silence that many had 
objected to. Why, then, if it made them feel guilty to ‘deny’ their child and if it 
contributes to a wider social silence about stillbirth, did they not mention their child? 
There were several reasons.
Firstly, women cited that they did not want to upset other people, but men also 
were aware that admitting to the loss could be difficult socially:
Jane: I don’t want to ... make people feel awkward.
[ClO-SB-Ol-J]
Hannah: So we decided to go there and get some cheese and this was only 
like four or five days after the birth and they said to me “When’s the baby 
due?” ’cos obviously you’ve still got a baby bump at this point, so I decided 
to lie and say “I’ve had it,” and they said “Oh what was it?” “It’s a boy!” 
“Where is he then?” “Oh, he’s at home with my Mum,” and it just got into 
this awful lie... And I just had to get out of the shop. And I just had to walk 
out. They were trying to be pleasant and everything.
[C08-SB-01-J]
Carl: Well, I haven’t really been asked that direct question [have you any 
children] as, um, in that time but my answer would be, “We did, we had a little
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boy but unfortunately he didn’t make it” you know that would be my reaction. 
Um, and then that’s a real difficult one for the person then who’s asked that 
question because they go they go “Oh shit,” you know, “I’m really sorry to...” 
and then, and then that’s it they probably won’t want to know unless you, it 
depends how well you know them. Um, yeah, they were probably two or three 
opportunities. I went to a conference the other day where I’d bumped into 
people I’d known for years and we had a good chat, we had a bit of a laugh and 
I didn’t it didn’t really get around to those sort of conversations. And I didn’t 
really feel like saying, you know, I wouldn’t sort of interject and say “Oh by the 
way, you know we’ve had, we had a stillborn baby.”
[C03-SB-01-M]
Carl had not yet been asked if he was a father -  the inquiry about parenthood is possibly 
a question more often fielded by women than by men, as noted earlier in the chapter. 
The responsibility to spare other people’s pain and the subsequent withholding of talk of 
the stillborn is a fulfilment of gendered expectations of womanhood although this is a 
contradiction of the construction of women as emotionally expressive; as such, however, 
norms over social behaviour override the need to talk. Thus, societal rules impinge on 
women’s experience of bereavement which leads them to ‘deny’ their child’s identity, 
although Carl is also concerned with other peoples’ feelings. The unwritten rules over 
what can and what cannot be said have been firmly internalised by both men and 
women. Indeed if, in interaction, the subject of families and children is never brought 
up, the stillborn cannot be spoken of and the silence around stillbirth is again supported. 
Other pregnant women would present particular problems for the bereaved and 
participants might also withhold information about the stillbirth in order not to upset or 
worry them unduly. While often they stated that they would have liked knowledge of 
stillbirth and its possibility while pregnant themselves, they were concerned that they 
should not be the ones to ‘burst’ the bubble of innocence that pregnant women are 
sometimes seen to inhabit.
A secondary reason more often cited by men was that they either did not want to 
talk about what had happened (this resonates with the excerpts presented in Chapter 
Seven that suggested that men are less willing to talk about their loss) or that they did 
not want to explain themselves:
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James’. And I don’t... Well I say, ’cos I can’t be arsed to explain it. I just 
don’t want to go into it.
[ClO-SB-Ol-J]
Bob’. ’Cos I don’t want to talk about it.
[C02-SB-04-M]
Una cited the same reason for not always mentioning her maternal identity despite the 
fact that she was keen to raise awareness of such loss. The time it took to tell the story 
was not time she wanted to spend on other people especially if, after knowing what had 
happened, they still did not understand:
Una: Because it just doesn’t, there’s just no need to even go into it. Because 
you’d end up standing there for a good half hour explaining and you still 
won’t get anywhere.
[M08-SB-03]
Not wanting to talk about it, rather than being a sign of indifference, may also be a 
desire to keep the event within the private sphere. The next mother felt that at some 
point in the future she would not disclose her stillbirth through feelings of propriety:
SM: Do you tell them?
Charlotte: I haven’t denied, I haven’t said “No” yet I don’t think but I can 
see myself, I will. Before it was like you know I’d never say no but I can 
see why you do now ’cos you, you know you don’t want, it’s like, you know 
me asking about your personal life straight away it’s not appropriate. And I 
want to keep it private in some instances.
[C03-SB-01-W]
Other reasons for not disclosing were related to the context of the interaction and the 
parents’ ‘definition of the situation’: it would depend on whether there was a possibility 
of continued contact.
Jane’. If it was someone I knew I was never gonna see again. So I just said, 
“No.”
[ClO-SB-Ol-J]
Another reason for not declaring parenthood was their reluctance not to be seen as an 
object of pity. There are more resonances here with Goffman (1963):
SM: When people ask you how many children do you have?
Rebecca’. Two, I always say.
SM: You never say?
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Rebecca: It’s not something you talk about because if you talk about it, then 
people start asking you questions and everything and oh God, here we go 
again, more sympathy, more blah blah. But it’s not something you talk 
about it in everyday conversation is it?
[M05-SB-01]
Jane: So, I don’t want I actually don’t want people’s, I don’t want to be 
someone who people feel sorry for. I know they did initially and probably do 
because of what happened. But I don’t want to be an object of pity or that 
everything I do is excused because this has happened.
[ClO-SB-Ol-J]
The reluctance to be an ‘object of pity’ suggests that Jane does not want the stillbirth to 
become the defining feature of her identity. Moreover, an overwhelming desire to be 
‘normal’ as opposed to being ‘abnormal’ was decisive for some sufferers of this rare 
occurrence in the UK:
Jane: Sometimes it’s nice just to be talking about other normal things that I 
talked about before it all happened.
[ClO-SB-Ol-J]
Indeed, this desire for normality led one mother to use the Internet to mask her status as 
a bereaved mother and talk with other women who were pregnant without alerting them 
to the danger of stillbirth:
Christina: I wouldn’t tell somebody who were pregnant that because you 
don’t want to scare people. Like I, I do use, on Babycentre, on the birth 
board, who’s pregnant and who’s due in November, I have gone on to sites 
like that. I go on there actually because when I want to be a normal pregnant 
woman, this is right strange isn’t it? When I just want to be a normal 
pregnant woman I go on there, nobody knows me and I’m not seeing them 
face to face.
[M14-SB-01*]
Devaluing the loss by others -  which many women spoke of -  might well serve to keep 
their silence. This was especially so when the loss was compared to a miscarriage and 
this was a ‘devaluation’ that happened to many of the participants. The following 
comments illustrate this:
Grace: I think a lot of people think that you would just move on and forget 
it; it’s just like another miscarriage, or, er, something else is I think that’s 
what they think.
[C07-SB-01-J]
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Isobel: I said, “Yeah, she was stillborn,” and they proceeded to say about 
their rniscarriage they had when they were eight weeks pregnant, which 
although it was obviously devastating, it, it doesn’t equate, for me, it doesn’t, 
kind of thing,
[C09-SB-02-J]
Christina: I have thought sometimes people like just think you’ve just had a 
miscarriage.
[M14-SB-01*]
Amy: I’ve had other people at work say oh similar thing happened to us and I 
said “Oh I’m really sorry about that,” and they go, “Oh yeah we had a 
miscarriage at 8 weeks.”
[M12-SB-01]
Stillbirth is given primacy over miscarriage when it was compared to experience of 
others or, as noted in Chapter Six, their other experiences of miscarriage.
The dividing line that divides self-regulation from social regulation is unclear. 
The self-regulation that bereaved parents refer to is a demonstration of the ways in 
which norms over what may be said and in what contexts that have been internalised by 
men and women. There was active agency on the part of the parents to keep social life 
running smoothly and this was achieved through the ‘denial’ of the existence of the 
stillborn. It was a ‘practical consciousness’ that contrasted with the ‘discursive 
consciousness’ (Giddens, 1991) outlined earlier, where parents attempted to break a 
perceived societal silence around stillbirth. There were aspects, though, of other people 
specifically attempting to prevent parents discussing their loss.
Social regulation
Very rarely did parents refer to explicit social regulation towards speaking of their loss. 
The only case in this study was a situation where midwives acted to stop a mother from 
potentially disrupting ante-natal classes:
Una: When I was pregnant with [daughter] they wouldn’t let me go back to 
antenatal classes.
SM: Because they didn ’t want you telling people?
Una: They told me, they said, “Una, we’d like you to come, but we daren’t.” 
I said “Why? They said “If somebody says something you’re just gonna 
jump down their throats aren’t you?” I went, “Yeah. I can hear it now, and 
the people going. I’m not looking forward to giving birth, the pain, I say I
188
can’t wait for the pain then at least I know there’s something coming, and 
then I can say, just get that head out and I say as long as it’s crying.” 
[M08-SB-03]
The midwives here were keen that their classes should run smoothly: a pregnant woman, 
mentioning her stillbirth at an antenatal class is likely to disrupt the innocence of other 
mothers-to-be. The mechanisms that, in the above excerpt, work to keep stillbirth 
marginalised support Tanya’s conceptualisation of a medical profession that wants to 
keep women naive (see Chapter Five).
Social regulation generally worked implicitly and all parents cited situations 
where they were ignored or avoided by friends and acquaintances. It must be stressed 
that this was how the parents defined the particular nature of the situation; these people 
might not have been meaning to avoid them. However, as noted in Chapter Four, it is 
the interpretation of the event that structures parental experiences. Diane was aware of 
the difficulties that other people may find when meeting her:
SM: So are you finding it easy to talk to other people about it? So when 
you ’d gone back to work for example? Or would you rather it wasn ’t talked 
about?
Diane: It’s difficult because one day I want to talk non-stop about him 
{laughs) and another day I don’t want [to talk at all].
[C04-SB-01-W]
The words above demonstrate the dilemma individuals face when confronted with the 
newly bereaved. Not mentioning it to parents is perhaps the easiest option and there 
were specific ways in which social actors were able to silence mothers and fathers with 
regard to speaking of their baby. While this mainly took the form of avoidance, there 
were other social clues that couples were sensitive to that would mean talk around the 
child would stop:
Grace: We did, because, particularly too, initially, everybody will talk about 
things with you, so, well not everybody, but of your friends people will talk 
about it but then they move on so quickly they don’t want to talk about it any 
more and we did feel that sort of when we saw all our friends they’d say 
“How do you feel?” And so we’d tell them and then George would nudge 
me or touch me or try and change the subject because he’s seen, he would 
see that, you know their eyes were glazing over.
[C07-SB-01-J]
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There comes the point where other people feel that it is time to move on: indeed, 
continued attendance at Sands was often looked on negatively by friends and family. 
Being seen to ‘dwell’ on the event brought social disapproval:
Tanya: She said, “Do you think you should really do that kind of thing [go to 
Sands], because, you know, you’d just be dwelling on it won’t you?” 
[M07-SB-01]
George: Yeah, if you mention to people that you still do [Sands], they say, 
“Oh I thought you would have got over that by now.”
[C07-SB-01-J]
These instances may be seen as part of social regulation of grief; that it should be ‘time- 
limited’ (Walter, 1999) and a reflection of the ‘severing ties’ discourse that has seen 
grief as ‘work’ for individuals to do in order to recover. As an alternative explanation, it 
was noted in Chapter Five how some parents felt their notions of science and modernity 
had been disrupted: that while once they had believed that they lived in a society where 
babies did not die (unless there were specific reasons) this was now not the case. Any 
attempt by parents to keep referring to their stillborn might undermine others’ reliance 
and faith in a society where science is privileged.
Some parents themselves felt that continued attendance at Sands might be a 
problem:
Harry: Well, it does work for some people I imagine.
Hannah: But I think you are right there, that was what we found with Sands. 
We just didn’t want to...
Harry: I get the newsletter sometimes, it gets e-mailed. And there’s still 
people who’ve lost babies five years ago that are still going to Sands which I 
just think why, you know, I mean, yeah, it was fair enough for them. 
[C08-SB-01-J]
Avoidance by others of the bereaved parent precludes acknowledgement of the 
child and the parents’ plight:
Bob: There were people at Bridget’s work who never spoke to her again. 
Women who just refused to have anything to do with you didn’t they? 
[C02-SB-04-J]
Maggie: No, that’s it. Then like the younger women stayed away from me 
because, you know, I felt like I was bad luck then, you know, when I went to 
the temple they didn’t talk to me, the younger women, just stayed away sort
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of. The older women did [talk to me] and, um, but yeah, they made you feel 
like, you know. I’d been cursed or something. Even my mother did when I 
went to stay at hers then, she put me up in the room, and er sisters didn’t, I 
was on my own, all day, in the room. They’d come and give me food on the 
tray {laughs) and this in the evening [husband] would sit and have his dinner 
upstairs with me and cry. But they didn’t talk. Even sisters never talked 
about it.
[MOl-SB-01]
It was this social disapproval that Maggie received from her family which meant that the 
loss was not referred to for many years either by herself or others. This was referred to 
in Chapter Seven where her actions eventually led her to challenge the silence that 
surrounded the stillborn son. For Bridget’s work colleagues there seemed to be concern, 
too, over her emotional stability:
Bridget: When people were sympathetic I would say “Thank you. Thank you 
for saying that,” and things. I wasn’t a basket case.
5o6:No.
Bridget: It wasn’t as if I was going to cry. I mean I think they were worried 
that I was going to get hysterical on their shoulder or something. 
[C02-SB-04-J]
When regulation in the private sphere was considered in Chapter Seven, it was noted in 
two cases that husbands’ attitudes made their partners feel mentally unstable. Here, the 
avoidance of Bridget by colleagues makes her feel as if she is being constructed 
similarly. The bereaved mother becomes a threat -  or feels that she may be a threat -  
due to the possibility of misplaced emotion.
People’s reluctance to talk about the event was not always perceived as negative: 
Jane was relieved that others did not necessarily feel the need to keep returning to the 
subject:
Jane: Now I prefer just to have, I don’t want people to not mention 
[daughter] because I think about her all the time anyway, but I don’t feel I 
need to prove that I was thinking about her. I don’t need to prove anything to 
anybody, but sometimes it’s nice just to be talking about other normal things 
that I talked about before it all happened.
[ClO-SB-Ol-J]
While regulation in the public sphere was often adhered to, there were ways in which 
social regulation was resisted; the next section considers these.
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Breaking the public silence?
There are instances when social regulation of talk is resisted by parents of stillborn 
children. Only Bob among the fathers reported this; and his way of explaining why he 
did not go to Italian lessons was referred to earlier, although this was not a challenge to a 
silence, as such, but merely a tactic used to excuse himself from former commitments. 
Attendance at memorial services mentioned earlier not only serves to integrate the 
stillborn temporarily in their parents’ life but such services are also seen as ways of 
raising awareness of stillbirth. Resistance may also reap some temporary satisfaction in 
being able to disrupt social life through shock tactics, as some mothers reported; the 
shock of the situation provoked a ‘gut reaction’ where for some women there was a need 
to make others feel uncomfortable in order to share the pain, or a desire to punish the 
‘generalised other’ for not being competent to deal with a bereaved parent:
Grace’. Well, there was a lady here once before and ... she got great delight 
in making people feel uncomfortable. She was proudly, you know, 
aggressive and made people shocked and then she would shock them into 
“yes my baby’s dead, yes, my baby died,” you know and she would say 
things to make people upset and I guess in a way I, I got my anger out that 
way too, a little bit. Because I was fed up, I didn’t like, people were so 
patronising and would say ridiculous things that you just, you know, you 
know, if you can’t say anything, don’t say anything at all or you know, and 
sometimes, you know sometimes you’d let it go but other times I’d take 
great delight so it was a punch bag for me, I guess, when they said that. I just 
thought, stuff you, fuck off, I think.
[C07-SB-01-J]
Tanya: I used to love wanting to tell people because I just wanted to upset 
them -  don’t know what that’s about -  and you kind of want to just say it 
because it’s almost like you’re saying this happened, this awful thing 
happened to me and you’re waiting to see them get shocked by it. 
[M07-SB-01]
Both Tanya and Grace refer to a more aggressive type of mourning, one that they 
referred to as ‘masculine’ rather than ‘feminine’ and was characterised by the desire to 
hurt people. The idea of being a ‘masculine mourner’ that Grace had referred to in her 
interview is related to societal ideas of masculinity and femininity where masculinity is 
linked to aggression. This conceptualisation of themselves in such terms only occurred 
in the initial stages after the loss: later they would temper this desire and their experience
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would then accord more with prevailing ideas of femininity. When Debbie’s parents-in- 
law unwittingly revealed that they had forgotten their stillborn grandson, Debbie then 
made a conscious decision to remind others of his existence at Christmas:
Debbie: And I think. I’m going to put him on my Christmas cards this year. I 
know that sounds silly, but I’m making a conscious decision that I don’t 
want people to forget him even if they never knew him.
[M15-SB-02]
While this section has considered parental resistance to the ways in which the 
integration of the child is regulated by others and the norms that exist, there is another 
way in which the stillborn can be integrated. It is difficult to position the support group. 
Sands, as being in the public sphere -  access to attending the groups is limited to those 
who have had a loss or perhaps midwives -  yet neither is it private. The Internet is 
another way in which mothers could talk about their loss. The next section considers 
methods of integration that are almost exclusively female.
Betwixt the public and the private: the role of the support group and the Internet
It was notable that the continued revisiting of the bereaved identity over a period of time 
through the use of support groups was a phenomenon far less prevalent among the male 
participants. Again this fits with the greater need of women to integrate the stillborn in 
their continuing lives that was noted in the previous chapter, although George and Carl 
were men who had become very involved with the groups. So, while in the course of 
everyday lives, other identities might be privileged, the identity of bereaved parent 
would be revived when attending support groups. There would be some initial interest 
in support groups by fathers but this was conceptualised in instrumental terms; they 
would want to investigate the practicalities of arranging funerals among other things.
Before considering women’s continued attendance at Sands meetings, it is worth 
considering why fathers are reluctant to keep returning to the bereaved identity in that 
their reasons resonate with the regulation that women face in the private sphere when 
attempting to integrate their stillborn children.
Bob: [L]istening to other stories, almost listened to with a morbid curiosity 
rather than, er, you know is this something that’s going to help me. And
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then subsequently after that, I found it more and more and more difficult 
because every time I’d go I’d be upset because I was bringing back things 
which I’d managed not to think about any more because, er, I don't know if 
it’s men in general but me in particular compartmentalise things, put them 
aside, and not go there unless I have to or want to. It was making me go 
there so I didn’t enjoy it, but Bridget needed to go, so I used to take her 
along and sit there and, you know, grin and bear it.
[C02-SB-04-M]
Bob’s suggestion that men are more likely to want to keep discrete those things they 
want to avoid engaging with was supported by other men interviewed although he did go 
to support Bridget: which was conceptualised as his husbandly duty. Non-attendance at 
groups was a way in which emotion could be kept at bay by men as was avoiding events 
that might remind them of the loss:
Fred: The last thing I wanted would be to spend some time with someone or 
a couple who had been torn to bits by what’s happened ’cos that’s not gonna 
help me at all. And I suppose the way I cope with things is just to do it 
myself, you know. Not share it with other people, not share it with other 
couples, or other people from Sands and just do it alone, basically. 
[C06-SB-02-J]
In Chapter Seven, the reluctance on the part of men to talk to their partners about the 
loss was related to a sense that their masculinity may be threatened if they were seen to 
be upset. Fred had already referred in his interview to doing the ‘guy thing’: this was 
referred to in Chapter Seven. Other people’s emotions, he suggested in the interview, 
were potentially a threat to his own ability to withhold emotion.
While Walter (1999) maintained that mourning is privatized to the point of 
individuation in our society -  and this is borne out by the male participants -  the women 
interviewed appeared to have a more collective attitude to mourning and remembrance 
of the stillborn. The sharing of experiences and the search for people who would 
understand them was a common need for many of the women interviewed here although 
this was very probably a reflection of the sampling methods:
Grace: Yes, whereas at the Sands meetings nobody’s going to make a 
judgement and everybody will Icnow I know what you mean, yeah, “I reach 
for that drink” or, you know. I, me, I always quote the one of saying “Well, 
you know, I went to university, nice middle-class, upper-class, middle-class 
upbringing and all the rest of it and I can sit here and say I’ve sat in
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Sainsbury’s and wanted to grab a baby, you know, I haven’t done it because 
I know it’s wrong to do it, but I can physically understand why people would 
steal babies.” Whereas before that, before having lost [son] I can’t imagine 
what would possess a woman to grab a baby from a, from somebody else’s 
you know and steal a child, you know, God forbid I’d ever do it, but I 
remember saying those things in the meeting that I could possibly, and I 
could understand where those people coming from but I couldn’t say that in 
front of any of my friends because they’d think I’d gone completely barking 
loopy, mad and I was going to become a neurotic woman or something. 
[C07-SB-01-J]
In Grace’s statement above is another reference to the bereaved mother being likely to 
be constructed as mentally ill. A support group can give the reassurance that feelings 
deemed abnormal in one circumstance and by other people who are not ‘the own’ can be 
seen to be understandable once placed in the context of the identity of bereaved mother. 
Moreover, emotional displays at such a group might well be tolerable for women and 
with talk of the experience being regulated in both the private and public spheres the 
support group gives women an outlet for their particular story. Furthermore, in Chapter 
Five it was demonstrated that women had more to lose in pregnancy than did men. With 
this in mind it can be argued that bereaved mothers are in need of greater support than 
bereaved fathers. This need for support and a space for their grief was less apparent for 
the men interviewed and, while McCreight’s (2004) male participants may have 
welcomed the chance to have a forum for their emotions, such groups were markedly 
avoided by the men interviewed in this study.
McCreight (2008) has also seen support groups for women as places to bond and 
receive emotional support: a view that Grace in the excerpt above might endorse. That 
perspective, however, was not entirely borne out by the accounts gathered. In 
attempting to provide communities of support. Sands does not always succeed. Harry 
and Hannah were particularly disapproving of one couple who attended who had named 
and buried their miscarried triplets as well as of those who attended groups over an 
extended period of time. As noted earlier, Maggie felt that other parents thought that she 
should not be attending the group as over a decade had passed since the loss. Moreover, 
she herself stated that those who had aborted babies with foetal abnormalities should not
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attend. Tanya also felt that her rejection of mainstream ante-natal care also placed her at 
odds with other members of the support group.
Notwithstanding this, it is at a Sands meeting that a parent has the chance to 
remember the child that they had not been able to socially parent and that, in their eyes, 
had often been forgotten by family and friends. At such a meeting they are able to 
position themselves once more in relation to their lost child and share that experience 
with others with similar losses:
Debbie: Because everybody else had forgotten. Forgotten, do you know 
what I mean? They’d all moved on, even [husband] to a point... but... but 
going to Sands was sort of like, you could say all these things that you’ve 
done or said that was obviously telling others would seem a mad woman 
talking, or I did that or I know how you feel, or I still feel like that 
sometimes, or, um, sharing their, just being able to go in and say, talk about 
[son] and talk about him without other people going ooh or squirming and 
changing the subject [laughs], but it is good.
[M15-SB-02]
While women were more likely to have attended Sands meetings than their partners, it 
must be stressed that not all women wanted to go either:
SM: You didn’t fancy meeting other parents who had been through the same 
thing?
Sheila: No. It’s funny that isn’t it. I had this feeling ... that this is my thing 
and I really don’t want to meet you and you say it happened to me and it sort 
of take away a bit.
[M6-SB-03]
It seems here that Sheila felt that the bereavement had marked her out as an individual. 
Again, she had an authority and a status not common with many others and, noted earlier 
in this chapter, she saw her bereaved mother role as a kind of ‘job’ in which she might 
educate others. This sense of jurisdiction that came from her singularity was something 
she did not wish to dilute. Una referred to a similar idea: when asked of the positives 
from the loss she referred to the famous people she had met. Bereavement by stillbirth 
and the charity work that she had undertaken as a result of it meant that she was able to 
mix in different circles than she had before which changed her status.
The Internet was another way in which the identity could be revisited and where 
emotional support might be garnered. This was an exclusively female experience
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whether looking for information over stillbirth or in search of others with similar 
experiences:
Zoe: I go online. I wanted to find people who could understand. There 
wasn’t a local support group in any case but I found a befriender  ^ and we 
swapped e-mails. It was easier, actually, than seeing someone face-to-face 
as I’m not, I wasn’t comfortable about seeing someone and being in tears all 
the time. I could express myself better by e-mail.
[Mll-SB-01]
While an aspect of femininity might be that women are more expressive, this is not the 
case with Zoe who prefers that her grief is privatised. The displaced nature of contact 
over the Internet suits this preference. Moreover, geographical constraints operated that 
meant that Zoe is unable to meet others in similar situations at Sands support meetings 
although this was a scenario that, at the time of the interview, she was trying to redress. 
She was not the only mother to feel that support groups unsuited to her:
Amy: I think some women do want to talk about it all the time and I’m not 
that kind of person and I’m not sure I could sit in a room with people that 
just want to talk about that.
[M12-SB-01]
A further way in which the internet might be used was in ‘memorial sites’. 
Several parents had created web pages where their children could be remembered. 
These are sites where others can light candles in memorial to the stillborn. While one 
set of modem technology may have been seen to have let the parents down, another 
technology -  the Internet -  is utilized to aid the remembrance of the child.
This section has considered how parents used support groups and the Internet in 
order to find those people who Goffman (1963) might term ‘the own’. Women are far 
more likely than men to want to seek out others in their situation, although at first men 
might attend support groups for instrumental reasons or to support their partners. 
Continued attendance might be difficult as their idea of masculinity might be threatened. 
This is because the repetition of stories of loss might eventually serve to put men in 
danger of an emotional display in public. The Internet, too, is another way in which 
parents can contact others in their situation and again was exclusively female.
A befriender is a trained member of Sands who has contact with the newly bereaved.
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Conclusion
This chapter has considered how parents might attempt to integrate their child in the 
public sphere. It has demonstrated that women are more likely to attempt to do so by 
including the stillborn in their family formation and by talking with others about the 
loss. Men are more likely to integrate at formal memorials such as church services. 
Regulation tended to manifest itself through the parents’ own agency as they withheld 
information about the stillbirth and this was attributable to the norms that prevent 
individuals talking about death which had been internalized in the individuals concerned 
here. Instances of explicit social regulation were few and more often than not it was 
through avoidance or implicit social clues that led parents to stop talking of the stillborn. 
The reason for women’s self-regulation was in order to protect the feelings of others. 
The aspect of the feminine ideal that demanded that they protect other people, however, 
conflicts with the desired need to talk of their baby and not to deny him or her. 
Moreover, in their self-regulation the macro-conditions that were outlined in Chapter 
Five, were partially reproduced as parents contributed, albeit unwittingly, to the silence 
around pregnancy loss that they had originally objected to. There were times, however, 
when the identity of bereaved parent became a place of status and authority from which 
to speak: the negativity of the loss became a positive as women sought to educate others 
and change hospital practice in a way that their partners did not. As such, this practice, 
aimed to protect those who lose through stillbirth at a later date, may be seen as a 
manifestation of a ‘caring’ feminine ideal.
The most effective way for parents in which stillborns could be remembered was 
through support groups and the Internet. Again, this was a female domain and it can be 
linked to the greater connection that mothers have to the stillborn from conception to its 
eventual death. However, this highlighted the difficulty of separating out the public 
from the private. To belong to a group it is necessary to have been bereaved, therefore, 
support group membership is restricted and so that remembrance, albeit with others, is 
private to a certain extent.
Having outlined the concepts that became apparent during these interviews and 
how the experience of stillbirth is gendered from the moment the pregnancy begins due 
to the macro-conditions outlined in Chapter Five, this thesis now turns to outlining a
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substantive framework with which to understand stillbirth and discusses the 
ramifications for sociological theory.
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Chapter Nine
Discussion: Stillbirth, gender and identity
In Chapter Two it was claimed that the research to date on pregnancy loss is unable 
to fully explain the experience of stillbirth. Psychological theories have had a 
tendency to neglect or marginalise what social influences might impact upon the 
experience while existing sociological considerations of stillbirth have not fully 
explored the phenomenon. This thesis endorses Lofland’s (1985) argument that, in 
order to understand bereavement, the context of the death must be understood; 
indeed, a theoretical framework within which stillbirth may begin to be explained 
and where gender is foregrounded sociologically is proffered. Furthermore, from 
this framework come specific implications for existing theories of identity, gender 
and bereavement and this chapter outlines the contribution to sociological theory 
made by this thesis in its discussion of the analysis of accounts outlined in Chapters 
Five to Eight.
Contributing to a theoretical framework of stillbirth
The previous four chapters outlined the themes that emerged from the parental 
accounts of stillbirth. Integral to this experience is the identity of the stillborn child. 
This section outlines the theoretical framework given herein and begins by outlining 
the macro-conditions that allow parents to start constructing the identity of their 
unborn child and how these factors impact on the experience of stillbirth.
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Expectations o f success
The first macro-condition is medicine. Chapter Three noted Giddens’ (1991) 
argument that at a ‘fateful moment’ the individual will turn to ‘expert systems’ for 
help and guidance. As such, a ‘fateful moment’ might relate to the stillbirth but also 
to the moment of conception. Pregnancy is, itself, a critical time: in contemporary 
UK society, parents are unable to manage the experiences without help and the 
‘expert system’ of medicine is utilised. Both men and women presumed that 
medicine was sited to ‘protect’ the baby. This expert system’s capability would 
facilitate the pregnancy through its provision of ante-natal care and, in the event of 
problems, medical strategies and technologies readily available to health 
professionals would alleviate them. Even for those parents who did not trust 
medicine as an ‘expert system’ there seemed no reason to doubt its efficacy when it 
came to their own pregnancy. While the trust parents held in medicine was severely 
tested, in reality no parents were encouraged to seek alternative service providers for 
a subsequent pregnancy although they might ‘shop’ for other consultants or change 
the place of birth; the crisis of stillbirth piloted them further down the route of 
medicalized childbirth. This macro-condition was not gendered but, rather than 
necessarily ‘trusting’ medicine, parents perceived that in contemporary society they 
had no choice but to ‘trust’ medicine. Late modern society’s configuration allows 
little agency to make a choice in pregnancy. Indeed, if choices outside traditional 
NHS care are made there may be social disapproval.
The second condition is a perceived silence about stillbirth. It is the 
perception that is key to the experience as the extent of this silence is ambiguous. 
Parents mentioned three dimensions to the silence: in information around pregnancy, 
which includes classes and literature aimed at expectant parents; in popular fiction; 
and in social networks. With regard to the first of these, both mothers and fathers 
referred to a lack of information about pregnancy loss in the literature around birth; 
indeed, in two fairly recent books that are aimed at fathers, stillbirth is not mentioned 
at all (Rodgers, 1999; Brott and Ash, 2001). Importantly, two mothers did refer to its 
presence in literature around pregnancy but they thought it inapplicable to 
themselves. This suggests that there are other factors involved in expectations of 
success. Stillbirth was conceptualised as something that happened to people with 
different social characteristics to themselves, to those delineated within that concept
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of pregnancy failure as likely to behave in ways that were adverse to the health of the 
baby. The second dimension of silence is in popular media, primarily fiction: there 
was little on television or in books to increase awareness among parents that stillbirth 
might really happen, thereby further underpinning parental expectations of medicine. 
There is a disjuncture, therefore, between the discourses surrounding childbirth and 
its actuality for this particular group of men and women. In addition to this 
perceived absence in the literature there was a general lack of knowledge of 
stillbirths in the social circles within which the parents moved, manifested both in 
their social network’s ignoring of stillbirth and its actual ‘ignorance’ of it. This was 
a concern more often noted by women than by men and, again, the absence of 
knowledge of previous pregnancy loss in their own families served to reinforce the 
notions of success.
In addition, there are two factors that are more relevant to women’s notions 
of success than men’s. The first is maternal competency, to which there are two 
aspects. First, mothers were able to perceive themselves as having some control over 
the outcome of pregnancy, which accords with Landsman’s (2000) claim that 
through the mother’s correct behaviour success can be assured and a control of the 
outcome of pregnancy may be attained. Mothers gain a sense of control through 
regulating consumption of substances perceived to be ‘noxious’ to the baby. As these 
regulations around consumption are informed by medical research, these strictures 
may be seen to be contingent on historical and cultural vagaries. While competency 
did not apply to men in the same way due to the physicality of pregnancy, they were 
concerned to stress that their partners had behaved well. Draper (2002b) considered 
that men could only know their child through ‘body-mediated moments’; these might 
include the scan, touch and through imparting the news of pregnancy. The research 
here suggests that men have reason to assume success through ‘body-mediated 
competency’. That is, it is where they have an understanding that their partners had 
done all that they could to ensure success. As such, the reasons why men can attempt 
to bond with their child and to experience ‘body-mediated moments’ is due, in part, 
to ‘body-mediated competency’ and the agency of the mother.
The other aspect to competency is ‘knowingness’. Mothers drew on a 
discourse of essentialized femininity that suggests there is an ‘instinctual’ aspect to 
mothering. Lupton and Barclay (1997) have noted that:
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1
[wjhile women are also encouraged to seek out information about 
pregnancy, childbirth and parenting, motherhood is still commonly seen 
as more essentially a part of femininity (p. 147).
Women, therefore, are meant to ‘know what to do’ with children because of
‘maternal instincts’ and that they have a bodily/emotional sense of a child’s needs
which men lack (Lupton and Barclay, 1997). My research suggests that this
‘knowingness’ extends to pregnancy too. Possession of this ‘instinct’ would mean
that they would ‘know’ were their carried child in trouble; therefore, this particular
construction of femininity is damaging to those women who ‘fail’ to realise there is a
problem with the baby. It can both stigmatize women and lead to a loss in
confidence as they doubt their ability to bear children. However, for those women
who claimed to have such knowledge, close examination of the interviews suggested
that, in reality, there were other clues that suggested there was a problem rather than
an ‘instinct’ per se. This claim to ‘instinct’ may be a mis-conceptualization and, as
such, denigrates the experience of other women. With regard to maternal knowledge,
there is a division to be made between death in utero and death during labour.
Where the baby dies during labour it is easier to apportion responsibility to others or
to consider the death as an accident. Secondly, there is no reason for the mother to
have ‘known’ that there was a problem. This is highlighted by the experience of the
mother whose NHS Trust admitted liability for the loss:
Charlotte: I’m lucky; I have nothing to feel guilty about.
[C03-SB-01-J]
The final factor is bodily integrity which again had two aspects. Similar to 
competency, this pertains more to women than to men. The first aspect relates to the 
mother’s experience of her body during pregnancy. As the pregnancy progresses in 
terms which she considers to be ‘normal’, there is minimal consideration that 
something could go wrong; as with the strictures around consumption during 
pregnancy, the ideas as to what might constitute a normal pregnancy are social 
constructions. The second dimension to this factor is the bodily integrity of the baby 
as reinforced by their experience of a healthy pregnancy coupled with tests 
undergone during ante-natal care. Again, this was an aspect that was far more likely 
to be referred to by mothers. Only rarely was it suggested that the genetic material 
supplied by the father might be at fault; once more, due to the physicality of 
pregnancy, there is more scope for the mothers to be adversely affected by the
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stillbirth. Bodies come to be considered in negative terms: as Tetting them down’ by 
not keeping the baby alive or by not alerting the mother to the problem. While 
fathers may trust in the integrity of their partners’ bodies, there is no physical reality 
of the stillbirth for them to deal with and the bodily integrity of the father remains 
intact.
These four sets of factors that bolster the expectations of success in 
pregnancy are interrelated. Medicine reinforces maternal competency as it provides 
the guidance for behaviour to which women adhere in their attempts to control the 
outcome. It bolsters notions of bodily integrity through technologies of surveillance 
monitoring both mother and foetus. The ‘silences’ around stillbirth conspire to allow 
parents to presume too much of the capabilities of medicine. The third factor, 
competency, having been fostered by medicine, is related to bodily integrity as the 
mother seeks to ensure her own health and that of her baby. Moreover, a competent 
‘knowing’ mother will be aware of bodily integrity that is threatened and therefore 
capably defend it. This aspect of the experience of pregnancy is informed by the 
participants’ conceptualisation of motherhood, which appears in their accounts as a 
highly essentialized aspect of their femininity.
An understanding of these four factors is important in the case of stillbirth for 
two reasons: firstly, the context within which the death occurs illuminates a 
sociological understanding of this kind of bereavement and shows that expectations 
of success are gendered. Men cited medicine and silence as the reasons for taking 
success for granted while competency and bodily integrity could only be experienced 
‘by proxy’ as they were located in the mother. Logically, as the experience of 
pregnancy is gendered -  not merely biologically but in the constructions that 
surround it -  so too is the experience of stillbirth. While recent work on men has 
positioned them as ‘forgotten mourners’, the evidence presented here shows that 
there is more at stake in pregnancy for women than for men: pregnancy failure leads 
to men’s loss of a baby; there is the capacity for women to have lost a baby, their 
sense of competency and their bodily integrity.
The second reason to apprehend factors that lead to expectations of success is 
the stark disappointment for the parents of the stillborn, who have constructed the 
identity of their child before birth. For men and women, the various features of their 
expectations of success are the same but the father has a differing relationship to the
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baby which might usefully be described as ‘by proxy’ -  a term that refers to “...the 
agency of another, by or through a substitute, not in person” (OED, 1993: 2395). 
The mother acts on behalf of herself and her partner to ensure successful childbirth; 
it is, therefore, through the agency of the mother that the identity of father may be 
constructed before birth. These identity constructions, however, are dependent on 
another identity in the making -  the baby’s.
The impact on identity
The shock of stillbirth initiates a phenomenon that is not gendered: the 
identity crisis that affects both men and women and disrupts their ‘world-taken-for- 
granted’ (Berger, 1963). In Chapter Six it was outlined how both men and women 
had already begun to construct their child’s identity either through naming the child, 
preparing for the change in their lives and, in some cases, even imputing 
consciousness to the baby. Although having already performed parenting tasks -  
mediated through the mother’s body for men (who had been at the scan or painted a 
room or shopped for equipment), while women had also taken care of their own 
bodies -  first-time parents were left in a socially ambiguous state. No longer were 
they ‘not parents’ because they had biologically produced a child. As there had been 
a brief moment of parenting for both mothers and fathers in the handling of the 
stillborn, the ambiguity was of an ongoing social parenthood. There was the 
possibility of self-defining themselves as a parent, but that did not necessarily result 
in their social circle recognising them as such -  a dilemma specific to first-time 
parents of stillborns and extended to those of the comparison group of interviewees 
whose first baby had died neo-natally. This suggests that, in order to be a social 
parent and retain such a status after a child’s death, a certain amount of time needs to 
elapse between birth and death. As such, this thesis suggests that, added to social 
and biological parenthood, should be added another dimension: that of the temporal.
Notwithstanding this, for men and women who have lost their first child to 
stillbirth or neonatal death, there were problems in self-identification as a mother or a 
father. ‘Certainties’, such as the biological aspect of motherhood and fatherhood, 
were embraced in order to satisfy self-identification as a parent of the child they once 
had. These ‘certainties’ were more frequently referred to by the mother (most 
especially giving birth) than the father. As both men and women testified, it was the
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mother who was more closely bonded to the baby although all parents had 
constructed its identity. A concomitant problem was that, for these men and women 
where there was no presence of a live child, any self-identification had the potential 
to clash with a social identification of parents by those around them. This resulted in 
a tension inherent in the term ‘bereaved parent’ as it was applied to them. If they are 
bereaved, they cannot be a parent as the ‘common-sense’ social role has never been 
undertaken; if they have not been a social parent, it is difficult for others to see them 
as bereaved.
While mothers and fathers might see self-definition as problematic, this was a 
lesser issue for fathers than their partners. This may be seen to relate to the parental 
actions in pregnancy of the mother that are entwined with the physicality of the 
experience and which place women in a closer relationship to the baby than the man. 
Also affecting are the social roles to be played after the birth. As noted above, 
Lofland (1985) called for an awareness of the roles and relationships when 
considering bereavement. She wrote of the ‘futures’ that were made possible by the 
deceased. This research demonstrates how these ‘futures’ that had been made 
possible by the stillborn are gendered. It is more likely in the UK that the mother 
will be the primary caregiver of the child. This is not necessarily dependent on 
biology as both men and women are capable of caring for a child and, in other 
societies, men have been seen to be the primary caregiver (Oakley, 1973). This 
gendered division of domestic labour is reinforced by UK governmental regulations 
on who is entitled to take paid maternity leave. Considering the experience of 
stillbirth in these terms, while both parents lost a role, the mother’s role was more 
integral to her expected sense of self than the father’s. Indeed, these roles are 
conceptualised differently by parents: for mothers it is an ‘active’ role that is often 
lost; fathers more often talk of passivity, of something being ‘missing’ rather than a 
role.
The dialectic around identities after stillbirth is that the recognition of the 
baby as a person in his or her own right necessitates an understanding of the parent 
as its mother or father; recognition accords the parent the status of ‘mourner’ that 
drives a desire for the continued remembrance of the child and as Chapters Seven 
and Eight showed, attitudes to which generally would differ between men and 
women.
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Parenting the stillborn
Theoretical approaches to identity highlight the importance of the roles played by an 
individual. In pregnancy the mother is positioned as physically closer to the baby. 
This is reinforced by the social expectations of the pregnant woman and the role that 
will be undertaken following the birth. It can be seen, then, that there is likely to be a 
consequential effect on the continued experience of the bereavement. Parenthood, 
once seen as assured, has been lost; the stillbirth has emphasised the disjuncture 
between biological parenthood and social parenthood. As the social identity of the 
child, once taken for granted, is problematized, so too is the integration of the 
stillborn. The integration of the baby, whether in the private or the public sphere, 
possibly reaffirms the status of mother or father in relation to that child. This ‘living 
with’, symptomatic of integration, affects differently men and women, as mothers 
become more concerned to retain their ‘motherhood’ than fathers do their 
‘fatherhood’. The accounts here show the difficulty, not only in the public sphere 
but also in the private, that mothers might encounter in being able to live with their 
stillborns.
Drawing on the insights of symbolic interaction, where parental self-identity 
risks erosion there are major ways in which individuals react contextually. They 
might either attempt to reinforce the identity or marginalize it. Integration of the 
stillborn is a way in which identity can be reinforced and, in the private sphere (in 
this case the nuclear family) this took the form of talking about the loss to a partner 
and any existing children, as well as having on display photos and memorabilia 
connected to the stillborn. Tending graves and the leaving thereon of presents can be 
conceptualised as social acts of parenting as well as of remembering the dead child. 
Indeed, those fathers less willing or able to talk might be seen to be performing acts 
of parenting through their cleaning a gravestone, for instance, while mothers might 
buy presents for the child to leave on a grave.
The other reaction to questioned or unresolved identity is to remain silent. 
This was the more likely inclination for men, especially those men who had manual 
jobs. The form of this sublimation was through the avoidance of talk. While the 
original aim of this thesis was not to theorise class, the fact that some men in non- 
manual positions also demonstrated an unwillingness to talk about their stillborns 
suggests that while class may be one factor that is important in theorising the
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masculinities there are other factors involved. Indeed, men who might be firmly 
considered in the middle-classes used manual labour within the home as a way of 
distracting themselves from their grief.
While women might complain of their partners’ reticence, it would become 
an accepted part of their life and often the subject would be avoided by women in 
order to protect their partners from undue upset. Women, then, in these cases, could 
be seen to assist their partners’ performance of a particular form of masculinity 
labelled ‘silent man’. Silent man, however, is not necessarily ‘unemotional’ but is 
concerned to hide his emotion and conform to ideals of masculinity that posit men as 
not being prey to their emotions; feelings and talk of emotions are the preserve of 
women. It is only when their silence ‘fragments’ that emotions become apparent. 
By not referring to the stillbirth, which might prove upsetting for him, women do not 
put this particular performance of masculinity at risk. This might come at a price. If 
one type of femininity is the need to talk and to show emotion, then the ‘expressive, 
emotional female’, in protecting the masculinity of the father, is unable to do this 
particular form of ‘femininity’ in the home. Therefore, she needs to be able to find a 
forum outside the private sphere within which her emotions can be displayed. If she 
does talk or display emotion at home there is, moreover, the risk that her husband
may pathologize her as mentally unwell.
If then, women are more likely to want to integrate the baby into their 
continuing life and men are more likely to want to forget the experience and move on, 
in cases where the women accorded with the men’s wishes, the integration of the 
stillborn into the private sphere can be seen to be regulated by their partner’s silence. 
The attendant effect is that it might not merely be femininity that is regulated but the 
identity of mother in the private sphere too. If one partner is recognised as mother 
then it is common-sense to recognise her partner as the father, therefore, a stillbirth 
raises the possibility of an identity clash between the couple, where one is keen to 
retain the sense of identity of all concerned, while the other is not.
This is not to say that women would passively accept the regulation of
integration of the stillborn. A conceptual framework that considers stillbirth needs 
to identify ways in which this silence at home might be broken. As noted in Chapter 
Seven, some women challenged the silent masculinity they encountered in their 
partners and often succeeded in integrating the stillborn in the family formation. In
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this way siblings could be included in this remembrance whether they were bom 
after or before the bereavement. With many couples only learning of other 
pregnancy losses in their family after they had suffered their own, this move towards 
greater integration might mean a greater awareness in generations to come over the 
likelihood of stillbirth figuring in their own family formation.
An interactional analysis of stillbirth will consider the ways in which ideals 
of gender and how they may be negotiated are played out in the family home with 
regard to the integration of the stillborn and is an approach that may well be 
applicable to other types of bereavement whether the loss be a child or another 
family member.
Reinforcing the silence?
With regard to the public sphere, there were subtle differences in how the stillborn 
was remembered. While this is often an arena where women can express the 
emotional side of themselves with friends in a way that they cannot with their 
partners, it is also a place where men might be better able to ‘live with’ their stillborn 
on a transitory basis. Memorial services, that is collective rituals that are designed to 
remember babies who died before or soon after birth -  most often organised by 
Sands -  serve as a way in which fathers can integrate their child, if only briefly, in 
the public domain. By implication of their attendance at them, their bereavement is 
declared by them and acknowledged by others without the need, necessarily, for 
fathers to talk about the child or the experience. Indeed, attendance at a memorial 
service can be seen as a performance of the ‘stoical’ man who acknowledges the loss 
without the need to talk of it. Attendance at support groups was almost exclusively 
female as mothers more often felt the need for talk and support around the loss.
Moreover, if asked how many children they had, women were more likely to 
include the stillborn in the family formation. Indeed, participation in this research 
was a further way in which the dead could be lived with, if temporarily; and, as the 
overwhelming majority of participants were women, it became clear that women are 
more inclined to talk about and remember the baby over an extended period of time 
than are their partners. Such maternal enthusiasm meant that two of the male 
participants spoke of not having the choice but to participate in the research as
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dictated by their partners. Having a greater connection to motherhood than the father 
does to fatherhood might be the reason for this gender division.
It was apparent that in the public sphere the integration of the child was 
subject to regulation but parents most often regulated their own talk of the stillborn 
rather than having a silence explicitly forced upon them. Parents would stop 
themselves from talking about the baby despite their declared anger that there had 
been no talk of stillbirths in their social networks. In this they perpetuate one of the 
very macro-conditions that led them to expect success -  an example of Giddens’ 
(1991) concept of a practical consciousness that reinforces existing social norms. 
However, this was done in order to keep the social equilibrium and not with 
deleterious intent. As one participant pointed out, “Stillbirth isn’t very nice”. 
Furthermore, with no continued life to report on, there is little to say once the crisis 
has abated. Indeed, the public identity of bereaved mother and father needed to be 
sublimated as life moved on while norms governing who may be talked of and in 
what circumstances were internalised by the parents.
This section has outlined a theoretical framework within which the gendered 
understanding of stillbirth may be understood according to the requirements of a 
grounded theory analysis (Strauss and Corbin, 1990). Women, due to the physicality 
of the experience and the ideologies that surround pregnancy, were positioned as 
closer to the expected child than were men. Moreover, their future role with the 
child had a more profound meaning for the mothers than the fathers as they prepared 
themselves to be the primary caregiver to the child. This explains the gendered 
experience of bereavement by stillbirth as, while men and women both suffer an 
identity crisis, it is women who are more likely than men to claim the identity of 
parent and integrate their child into the family and a wider public sphere over a 
prolonged period of time. These identities became contested after the loss; in order 
to retain the. identity of parent to the stillborn, it was necessary to integrate the baby 
into the continued life of the parent. Integration was itself difficult and could be 
subject to regulation; moreover, there was a need eventually to foreground other 
identities which had consequences for the integration of the stillborn. In doing this, 
and in fulfilling social norms that precluded talk of the stillborn, the bereaved parents 
interviewed here partially reproduced the silence that was integral to their 
expectations of success.
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Extending theories of identity
In Chapter Three it was noted that existing theories of identity might be useful in 
aiding an understanding of parental experiences of stillbirth. The use of role theory 
within the sociology of bereavement has been of help in explaining the social 
construction of grief (Lofland, 1985). This study demonstrates its continued use and 
suggests that the gendering of expected roles needs to be taken into account when 
examining death before birth. Moreover, it seems that the gendered roles in the 
family, that is, who has the main responsibility for the baby, have changed little over 
the past few decades. While the mothers interviewed were almost all intending to 
return to work, it was they who would be the primary caregiver rather than the father. 
While Riches and Dawson (1997) might argue that there is a need to go beyond 
gender roles to understand parental bereavement, with regard to stillbirth this is not 
the case. The main impact of lost roles at the very beginning of life affects the 
mother to a greater extent.
Coffman’s (1963) work on stigmatised identities is relevant. Participants 
spoke of their perception that they were ‘bad luck’ and of how they refused to reveal 
their identity as they did not want to be objects of pity, these ideas came almost 
exclusively from the mothers. The accounts of the parents suggest a dialectic 
between Coffman’s (1963) notion of ‘virtual’ and ‘actual’ social identity. Goffinan 
(1963) posited that the stigma was the relationship between the virtual social identity 
and the actual social identity. In the case of the participants here, their ‘virtual social 
identity’ when meeting others would be that they were not bereaved by stillbirth, 
while their ‘actual social identity’ was that they had been. Equally important, though, 
in the understanding of how participants felt that they might be stigmatised, are the 
possible social identities that are attached to ‘bereaved parent’. In highlighting those 
women who might have a stillbirth -  young mothers, smokers, drug addicts and 
women who drank to excess -  the participants demonstrated how these social 
identities may be seen to be highly stigmatised: they are identities of the type of 
woman who might care not for her unborn child but only for herself. The fear for the 
women interviewed was that some semblance of that ‘undeserving mother’ label 
might be attached to them and so the associated characteristics were ones they 
wished to distance themselves from. There was a possible ‘virtual social identity’ 
that required many of the mothers interviewed to reinforce the idea that their ‘actual
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social identity’ was ‘moral mother’, a competent woman who had behaved well and 
had unfairly lost her baby.
To attach Goffinan’s (1963) concept of stigma to stillbirth would be found 
wanting: a more nuanced approach is to understand that there are two ‘virtual 
identities’ and two ‘actual identities’. If there are possible stigmatising identities that 
can be attached to ‘bereaved mother’ then it is of no surprise that parents might want 
to ‘pass’, another feature of Goffman’s (1963) work. Moreover, there might be a 
‘partial passing’ where the identity of bereaved parents may be admitted to but some 
elements of the experience would remain hidden, as in the case of those women who 
would say that the baby died during or just after birth instead of while still in the 
womb. In this way aspects of their competency that were threatened and the 
construction of their own body as a place of death -  the more stigmatising elements 
of the experience -  might be hidden. Understanding stillbirth in this way underpins 
the complexities of the mothers’ situations.
Moreover, while in some contexts the stillbirth could be seen as stigmatising, 
in others the identity of bereaved mother or father was a ‘positive stigma’ and it gave 
the parents a status and a place of authority from which to speak. This might have 
been in order to influence health care delivery, to educate their social network in 
dealing with bereavement, to raise awareness of both the impact of stillbirth as well 
as the magnitude of the loss, in order to become more active consumers of health 
care in a subsequent pregnancy, or to give them a singularity that set them apart from 
others in their social circle.
Nor can Goffman’s (1963) concept of two categories of sympathetic others be 
used uncritically. The ‘wise’ would suggest that health professionals should be 
proficient in dealing with bereaved parents. The experience of Tanya, for example, 
negates this claim. Examination of the ‘own’, other bereaved parents, shows that 
they may not necessarily be sympathetic, as was especially the case with Sands 
groups that ostensibly seek to help the bereaved. Parents reported various reasons 
why they felt uncomfortable in such places: a refusal to have a scan or have a 
hospital birth and attending too many years after the stillbirth were two examples 
given where parents sensed disapproval from their peers. Moreover, Maggie 
expressed disapproval of those parents who terminated a pregnancy due to 
abnormalities, while Harry and Hannah criticised parents who named their children
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even though they were lost to miscarriage. The ‘own’ and the ‘wise’ are not 
necessarily sympathetic.
Giddens’ (1991) work on modernity and self-identity is an approach to 
understanding aspects of the experience of stillbirth. While parents did not make the 
decision to have a baby based on the presence of medicine, an ‘expert system’, 
following the ‘fateful moment’ of conception it was referred to as a support system 
that would facilitate a successful pregnancy and a live birth. The stillbirth itself was 
also a ‘fateful moment’ when identity would be called into question. An 
interactional analysis of stillbirth, however, allows a subtler understanding of 
Giddens’ (1991) argument that individuals have two types of consciousness: the 
practical, where existing structures of society are reproduced; and the discursive, 
where individuals seek to change those structures.
These two types of consciousness can be seen to operate in the experience of 
stillbirth. At times when parents seek not to disclose the information that they had a 
baby that died, it is at that point that they are constrained by the norms that govern 
everyday interaction. Often it would depend on the ‘definition of the situation’ at 
hand. For example, when meeting someone new, the future role that person might 
play in the bereaved parent’s life would be the deciding factor in disclosure or not. 
While almost all the parents at some point had concealed the information of the 
stillbirth by not including the child in the family formation, it was more often the 
father who would ‘deny’ the stillborn rather than the mother. Practical consciousness 
here can be seen to be related to the gendered experience of pregnancy and the closer 
bond to the baby that the mother is presumed to have. A discursive consciousness, 
concerned to raise awareness and change practice was more likely to reside in the 
mother. Indeed, it was mothers rather than fathers who would talk of ‘educating’ 
others around the loss, although both men and women might seek to raise awareness 
through public services that were held by Sands. There were constraints around 
discursive consciousness and while individuals might seek to include their child, 
whether in the public or the private sphere, this does not mean that they are able to. 
In the case of trying to break the silence, women are more likely than men to be the 
‘agents of change’. In the event, however, the necessity of a smooth functioning 
society will, at some point, mean that parents have to actively choose between 
keeping the social equilibrium, that is, exercising a practical consciousness, or
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breaking the silence and utilising a discursive consciousness. Often it was the former 
type of consciousness that won out and thus, nearly all women in this research had 
‘denied’ their child at some point. This denial meant that the identity of the child 
went unrecognised and was a way in which silence about stillbirth was reproduced.
In Chapter Two it was noted that theories pertaining to pregnancy loss might 
consider bonding and attachment to the child. Indeed, Layne (1997) has claimed that 
the technologies of medicine have the potential to encourage earlier bonding of the 
mother with the unborn child. However, the framework presented here demonstrates 
that there are other conditions that enable the parents to bond with the expected child: 
competency, bodily integrity and a silence over pregnancy loss interlink to allow 
parents to expect success and construct an identity for their baby with which they 
may bond.
It has been argued in this thesis that existing theories of identity are of use in 
order to understand and explain parental experiences of stillbirth. In Chapter Three, 
however, it was noted that such theories of identity rely on the possession of a body 
and, in the case of the symbolic interactionists, as well as Goffman (1963) and 
Giddens (1991), so too is a conscious awareness of what that body is doing. 
However, in order to understand parental identity it is necessary to understand the 
identity of the child. Indeed, social and biological parenthood cannot be understood 
without such an identity. Texts recognise that identities are bestowed before birth: 
in Chapter Three, it was seen that Duden (1993) and Moulder (1998) have suggested 
that the foetus is becoming a social entity through ultrasound technology -  an ‘actor’ 
on a social stage; indeed. Hockey and Draper (2005) claim that the existing 
sociological theories of identity need now to be extended to take into account pre­
birth and post-death identity. The research presented here empirically supports 
Hockey and Draper’s (2005) call for such an extension of sociological theory to 
address social identity. The parents interviewed were all concerned that their child’s 
remembrance should extend beyond their own social circle, whether through 
memorials or talk. After all, the child had been placed in a wider circle before birth -  
it was a social entity that, for the parents, was making possible a particular future not 
only for themselves but others; for example, it might be a first grandchild or a new 
sibling.
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This thesis supports Hockey and Draper’s (2005) argument by making clear 
the social conditions that enable parents to feel able to construct such an identity. 
Ideas of medicine, the ‘perceived silences’ around stillbirth, bodily integrity and 
maternal competency allowed parents to construct the identity. By virtue of this, the 
research is relevant also to those women and men who do not lose their child. But it 
is apparent that the parents interviewed did not necessarily understand the child as 
having an identity at conception, although there was a point in pregnancy when the 
identity of baby was bestowed. This was evidenced by the privileging of the 
experience of stillbirth over the experience of miscarriage by those women who had 
experienced both. It was not merely the physical experience but the 
conceptualisation of what was lost: an early loss in pregnancy was considered to be 
‘bits of flesh and blood’ or a body that is ‘not right to grow’. At some point a social 
identity can begin but it is highly contextual, dependent on the circumstances of each 
pregnancy and on the mother’s history of pregnancy and in all likelihood on the 
beliefs they hold regarding life before birth. Any extension of social identity theory 
that considered pre-birth identities would do well to draw on the insights of 
interactionist research that aims to highlight how parental ‘definition of the situation’ 
of pregnancy varies between individuals and groups.
‘Doing bereavement’; Gender and stillbirth
The sociological perspectives that were outlined in Chapter Three reported a 
tendency to move towards gender as being a performance, that is, how it is ‘done’ 
(West and Zimmerman, 1987). Other work has pointed to a burgeoning awareness 
that there are multiple ways of being a man or a woman: as Cronin (2004) noted, 
there is no use for the unitary category of ‘woman’. By extension then, there will be 
no unitary category of mother. To extend one step further it can be claimed that 
there will be no single category of ‘bereaved mother’. While often ways of being a 
man or a woman have been mediated by other structures such as class or ethnicity, 
the ways in which gender was ‘done’ with regard to the participants here suggests 
that generalisations are difficult to make along class lines, although there is a hint 
that a conceptualisation of it in this way might be useful with regard to particular 
forms of masculinity. For example, while it was evident that those men in social 
class five were more likely to attempt to live up to the ideal of the ‘silent man’ than
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their counterparts in non-manual classes, this way of being a bereaved father was 
present in all social groups. This section, therefore, considers how men and women 
‘did bereaved parenthood’ and how these ways of performing gender may be situated 
within existing discourses of masculinity and femininity.
There was no one way of ‘doing’ bereaved fatherhood. Constructions of 
masculinity that accorded with traditional ideas were prevalent; the structurally 
enforced ‘breadwinner’ role which encompassed all of the men except one. They 
would speak about their role in instrumental ways as they had to go back to work in 
order to pay the bills, having no recourse to paid leave in the way that their partners 
did. Allied to this was their keenness to ‘move on’ with their lives rather than stand 
still. This element may be seen to be explained by the lesser bonding that had been 
claimed to take place between the baby and the father but also by structural 
constraints. As noted in Chapter Three, the roles of breadwinner and homemaker as 
particularly gendered are supported institutionally in the UK through women’s 
entitlement to maternity leave. Thus structural constraints on men led to a silence 
that was reproduced on an interactional level at home. Returning to work precluded, 
for many men, talk of the experience.
Also present was what was termed by one participant as ‘macho man’ who 
would be silent and unemotional. This type of man was not exclusively working- 
class as noted earlier, and it was this form of masculinity that often prevented 
mothers from talking about the loss at home as they ‘moved on’ in both the public 
and the private spheres. If identities are constructed through talk -  in the 
remembrance of the child and the event -  then it is through talk that parents 
reposition themselves once more in relation to the child. Masculinity, therefore, can 
be seen as a way in which mothers, unable to raise the subject, are denied their 
emotional support and the integration of the child. Moreover, while men may be 
allied to the public sphere, their grief was highly privatised.
The stillbirth also served as a way in which masculinity might occasionally 
be seen to be ‘threatened’. While only one father considered that this threat might 
reside in his body and that others would perceive his genes to be damaged in some 
way, mothers would speak of their partners feeling that they had failed in their role 
as ‘protector’ either of the mother or the child -  a more traditional conceptualisation
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of masculinity although, as evidenced by the experience of pregnancy, protection of 
the baby by the father was impossible.
This is not to say that there was no evidence of more expressive ways of 
‘doing’ masculinity with regard to stillbirth. Several men talked freely of their loss 
and one cried during the interview -  the ‘new man’ therefore is not necessarily only 
confined to advertising as Whelehan (1995) might have us believe. Indeed, the 
‘expressive man’ was evident in the accounts and this man was able to talk freely 
about his loss, as was the ‘crusading man’ who was keen to change practice to 
improve things for the future. Indeed, whether mothers encouraged their partners to 
talk of the death due to the women’s constructing a ‘need’ for the men to do so, they 
are drawing on ideas of the ‘new man’ and that to express feelings is emotionally 
healthy.
Femininity was also ‘threatened’ but to a far greater extent. Mothers had 
tended to take for granted their competency in being able to have a live baby. They 
had conceptualised themselves as ‘moral mothers’ who behaved well, but while 
understanding themselves still to be a ‘moral mother’, they were troubled that this 
was not the way that their social circle might view them. This was, to a great extent, 
drawn from the medical discourses that surround maternal behaviour in pregnancy. 
These discourses had the unintended consequence of stigmatising women who lose a 
baby to stillbirth. Furthermore, essentialized notions of motherhood that bestow on it 
an ‘instinctual’ nature may be seen here to be damaging to women who lose their 
baby. In feeling that their ‘instinct’ was unable to alert them to the fact that the baby 
was in distress, their very femininity was undermined. Often, it was undermined by 
other women who claimed to ‘know’ something was wrong.
There were other ways of being a bereaved mother: the ‘emotional’ mother 
accords with more traditional aspects of femininity, and women found themselves 
subjected to labelling as ‘mentally unstable’ either by those who avoided them after 
the event or by their husbands who designated them as such; often the husband felt 
that the mother’s need to express emotion and talk about the event was excessive. 
Pilgrim and Rogers (1999) noted how theorists have argued that women are more 
prone to the label of mentally ill as female behaviour is pathologized; women’s 
constructions of their experience add weight to this claim. Speck and Kennell (1980) 
recommended frequent meetings with parents to look for signs of pathological grief
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after loss, which is redolent of Armstrong’s (1995) concept of surveillance medicine 
that positions the population as always on the verge of becoming ill. It seems that 
bereaved mothers may always be seen to be on the verge of pathological grief. In 
this piece of research, it was demonstrated that it is not the medical profession that 
are constructing bereaved mothers as mentally unwell but the social circle, especially 
fathers who may pathologize the mother.
Femininity might also be ‘silent’ too as the mother seeks to hide her emotions. 
Indeed, where families maintained silence over bereavements, mothers such as 
Barbara would behave in such a way. Moreover, in accordance with keeping the 
social equilibrium, talk of the experience might sometimes be avoided. This was 
often because women would be concerned not to upset others, although the aspect of 
a constructed femininity which demands that women have regard to other’s feelings 
contradicts that aspect of femininity that positions women as emotionally expressive.
Bereavement
Bringing the ‘sociological imagination’ (Mills, 1959) to bear is an eminently suitable 
way in which bereavement by stillbirth and its gendered differences may be 
understood. However, while existing sociological theories of bereavement might 
have provided a starting point, they were unhelpful for a complete conceptualisation 
of the experience of stillbirth.
Initially, Walter’s (1999) work seemed a useful way to consider stillbirth 
although, as noted in Chapter Two, he had a tendency to conflate different forms of 
bereavement. His twin themes of integration and regulation, however, have points of 
reference with the participants interviewed in this study. When considering grief in 
terms of regulation, he argued that it was grief itself that was regulated. This might 
be through ‘time’ or through societal ideas of who may be a mourner or who may be 
mourned for. Walter (1999) positioned stillbirth as a ‘forbidden’ grief. This 
particular notion would suggest that the stillborn baby is not considered to be an 
identity for which to mourn. However, Walter (1999) did allow that this forbidden 
nature of parental bereavement through stillbirth was changing. From the data 
presented here this claim is supported, although it might be more appropriate to put 
stillbirth in another of Walter’s categories -  ‘time-limited’ grief. Comments by some 
parents that referred to their social circle’s disapproval that they were still attending a
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support group months and years after the loss, stand testament to this, although social 
circles might otherwise be seen to permit the parents some period of grief.
It is the integration of the deceased and his or her biographical reconstruction 
that is problematic for stillbirth. Walter (1999) argues that the dead are under­
integrated in the UK. This is not a point that will be argued with here. The point of 
issue is how this under-integration takes place when pertaining to stillbirth. While 
Walter allows for the regulation of grief, he does not consider how integration itself 
may be regulated. The accounts put forward by the participants show that integration 
of the dead is not straightforward in either the private sphere or the public. 
Integration itself is ‘policed’ and men are often successful in regulating their 
partners’ attempts to integrate their child over a number of years. The ideal of 
masculinity that some men try to adhere to, prevents their partners’ from expressing 
their grief and also serve to prevent the integration of the stillborn in their continuing 
life. Regulation then, with regard to stillbirth, may be considered to be an aspect of 
integration rather than necessarily being confined to the ‘policing of grief. This may 
also be the case for other forms of bereavement.
Walter’s (1999) conceptualisation of the public and the private might be seen, 
then, to be problematic. His notion of the separate spheres sees the private sphere as 
highly individualistic. This might pertain to male grief as some of the accounts 
suggest, for example, where both Tanya’s and Christina’s husbands have explained 
how they think about the stillborn but not want to talk about him or her, but it does 
not necessarily fit female grief in the same way. In relation to stillbirth, the private 
sphere needs to be conceptualised in terms of the family home and the nuclear family. 
This aids the conceptualisation of the dynamics and power relations that take place 
within the home that have been outlined here. These relations are gendered and may 
again be important to consider when examining other forms of bereavement that 
extend beyond pregnancy loss.
In Walter’s (1999) view, integrating the dead is being able to ‘live with them’. 
In order to live with the dead socially in the public sphere there needs to be an 
acceptance that the deceased is someone to be talked about, that is, the dead person 
needs a socially acceptable identity. In addition to this, to integrate the stillborn into 
the public sphere there needs to be a wider social circle than merely the parents with 
which memories can be shared. Once more the problematic nature of stillbirth is
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highlighted: there has been no social life beyond the womb apart from contact in the 
hospital and there are, therefore, few shared memories apart from possibly the 
funeral. In order to redress this, Howarth (2000) has noted how parents construct 
biographies for a stillborn child and the experiences of the participants concur with 
her claim. Moreover, biographies of the stillborn are also constructed by its siblings. 
The relative nature of identity and biography requires then that alternative 
biographies for the parents and their living children are created too. This takes the 
form of conjecture about how different family life might have been had the stillborn 
survived.
That is not say however that ‘living with the dead’ was easy either in public 
or in private. Moreover, as noted in Chapter Three, the divisions between the two 
spheres are not hard and fast. These accounts demonstrated this and showed how 
public spaces became private and vice versa. Moreover, it is difficult to place the 
support group in either sphere as its membership is restricted to those who 
‘understand’ others’ losses.
An interactional analysis of stillbirth is able, then, to consider the ways in 
which gender norms and resistance to them are played out in the family home and 
elsewhere with regard to the integration of the stillborn and it is likely to be 
applicable to other bereavement categories.
Stillbirth as a discrete category of analysis
As outlined in Chapter Two, there has been much psychological work on pregnancy 
loss per se. Very often in this literature there is a tendency to include more than one 
type of loss. Although miscarriage very often is seen as meriting its own study (for 
example, Puddifoot and Johnson, 1997; Frost et a l, 2007), stillbirth is often 
partnered with miscarriage and/or neonatal deaths -  the latter, according to 
Armstrong (1986), being seen as its natural partner once a category of infant 
mortality was constructed. Indeed, the main UK support group for stillbirth includes 
support for parents of neonatal death too. In some cases deaths are included up until 
one year of life (Peppers and Knapp, 1980) while, as noted in Chapter Three, Riches 
and Dawson (1997) included miscarriage, stillbirths and deaths of children well into 
adulthood for their study. Sociology has not had a single study that has considered 
stillbirth separately: both McCreight (2008) and Lovell (1983) considered perinatal
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death. While this thesis, in its comparison of neonatal death, is no exception to this, 
there is a need to separate out the two forms of bereavement.
The rationale for conflating stillbirth with other types of loss is not made 
clear but it might be supposed that it could be due to reasons of contingency. As 
outlined in Chapter Four, recruitment of participants is not easy when the subject is 
as sensitive and potentially upsetting as the death of a baby. However, an attempt to 
recruit participants who have had very similar forms of loss is worth undertaking as a 
conflation of loss is problematic, especially in this case. The reason for this is the 
spatial location of stillbirth. In relation to miscarriage, it must be allowed that there 
is a shared reference as this is another instance where the death takes place inside the 
mother’s body. Miscarriage is a term that can cover a gamut of experiences from a 
very early loss that may be experienced as a particularly heavy period to a loss just 
before the line of demarcation between miscarriage and stillbirth which is 24 weeks’ 
gestation. This highlights the socially constructed nature of the category. There are, 
however, institutional differences that set stillbirth apart from miscarriage, although 
this is not to detract from the experience of a miscarrying mother who may be as 
deeply upset as the mother of the stillborn: as Lovell (1983) records commitment to 
the pregnancy is a prime identifier of grief. The institutional difference that sets 
stillbirth apart from miscarriage is the right of the mother to maternity leave and 
benefits -  legal recognition of lost motherhood are not available to the miscarrying 
mother. Furthermore, stillbirth is the more emotive term as it recognises within it the 
process of labour and birth: mothers and fathers in the accounts presented here were 
keen to stress the primacy of their loss; to have stillbirth compared with a 
miscarriage denigrated their own experience in some way.
The comparison of stillbirth to the deaths of older children presents further 
problems. If the baby is bom ill, responsibility for its life is handed to the medical 
profession: a shift of responsibility from the mother to the medical profession which 
might mitigate any sense of guilt left with the mother. In the case of a premature 
birth, there are points of reference with the stillbirth, especially where the mother 
feels that her bodily integrity has been threatened and whether the baby is ill or well; 
there is some semblance of a life, however short, to describe and the possibility of 
imputing a character on the baby. Moreover, depending on the circumstances, there 
may have been a chance for family members to meet the baby. This will result in
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memories -  however painful -  to share with others outside of the immediate family. 
Indeed, of the few mothers interviewed here who had experienced a neonatal loss 
they thought themselves fortunate when compared to the parent of a stillborn who 
has not had the chance to hold or meet their living baby. In moving further up the 
age range, to conflate stillbirth with older child deaths, as Riches and Dawson (1997) 
do, is also unhelpful. The older the child gets, the wider the social circle and the 
greater evidence of a life lived.
Another reason is a further aspect of the spatial location. Not only have the 
parents not met the child but the spatial location of the death is inherent in 
understanding the gendered nature of the experience. In Chapter Three it was noted 
that an understanding of the meanings and values attached to the death are important 
in understanding the nature of the bereavement. With stillbirth, it is important, too, 
to understand the meanings, values and beliefs that are attached to pregnancy. It 
might be seen to be biologically reductionist to argue that men and women are 
positioned in different ways to their child due to the physical differences between the 
sexes. For this reason it has become standard in the literature to presume that women 
are closer to the expected baby than men; this is a belief that will not be disputed 
here. It is women who feel the ‘kick inside’ and there is a physical connection that 
men do not have. However, while biology itself may be seen to be a construction, if 
it is taken as a given here it is merely the starting point. Overlaid onto the biological 
‘fact’ of pregnancy are social constructs around pregnancy and femininity. Mothers 
perform a biological role to the baby but the behaviours they are encouraged to 
follow or refrain from are socially given. Through behaviour modification, 
conceptualised in Chapter Five as an aspect of maternal competency, women parent 
the expected child in a way that men do not. Thus, in the case of stillbirth, there are 
elements that may lead them to question their very ability to mother. Bodily integrity 
is also at stake, too, with a previously healthy body viewed suddenly as pathological.
Having highlighted the ways in which stillbirth needs to be disarticulated 
from other forms of pregnancy loss, it is in the embodiment of the death itself that 
means that men and women automatically will experience the bereavement in 
different ways. Both have lost a child and may have had their ontological security 
compromised but women have the potential to lose more: competency and bodily 
integrity. Key to this is that, while ostensibly biology is a convenient explanation for
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gender differences in stillbirth, it is the constructs that surround pregnancy and 
behaviour modification that lead women to doubt their competency. Many of the 
women interviewed here were keen to outline the behaviour that might lead to loss 
and stress that they had not behaved in such a way. As such this research adds 
weight to Landsman’s (2000) argument outlined in Chapter Three that suggested that 
recommendations around behaviour in pregnancy would lead women to self-blame if 
their child was bom disabled. Allied to the constmcts of behaviour was the type of 
woman who exhibits such behaviour -  a constmct shared by their partners -  who is 
the ‘undeserving’ mother, that is, the dmg abuser, the smoker or even the teenage 
mother who might be contrasted with themselves to highlight the unfairness of the 
experience. The biological is clearly overlaid by and interacts with the social beliefs 
and behaviours that surround pregnancy in a Western industrialised society.
There is also the question of the lost role. In Chapter Three the work of 
Lofiand (1985) was outlined. She argued that grief was shaped by the roles that one 
plays towards the deceased. There was already an element of a social role played 
during pregnancy in preparation for the baby’s arrival and, as already noted, 
behaviour had also been modified to protect the integrity of the baby; for all the 
participants bar one, the mother was to be the major caregiver while the father 
returned to work. Stillbirth, then, is not just a biological loss but a social one too, 
even if that social loss was a role that others perceived had never been fulfilled. 
While this is not to argue that stillbirth cannot be compared with other deaths -  
indeed, it is useful to do so -  it needs to be considered separately from them. 
Moreover, when considering stillbirth there is a further possible division to be made: 
between the death in utero and the death during labour.
Conclusion
This chapter has outlined a framework that takes the social into account when 
considering stillbirth. Its physicality and the social constmctions that surround 
pregnancy are highlighted as ways in which circumstances mediate the differential 
experience of loss for men and women. While questions of identity pertain for both 
men and women, the loss of motherhood is felt more deeply by the mother who then 
is more concerned to hold on to the memory of the child and the experience of the 
death. These attempts at integrating the child can be seen as regulated by ideals of
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masculinity that men attempt to uphold. These ideals are occasionally supported by 
women themselves who seek to protect their partner’s male identity through avoiding 
talk of the baby; thus, their own experience and identity as mother is marginalised. 
Often this regulation was opposed by women who sought to remember their child. 
Moreover, not all men behaved in this way -  others went to support groups and 
would talk about their child. These men were in the minority and tended to be in the 
higher social classes. With regard to the public sphere, men and women would self- 
regulate the integration of the child into their family formation by not mentioning it 
themselves. In this way the parents who were angered by their lack of awareness of 
stillbirth actually perpetuate it although often for the best of reasons in their desire 
not to upset others.
The findings of this study also inform existing sociological theories. 
Different ways in which men and women experience bereavement by stillbirth lend 
weight to existing research on gender that recognises that there exists a plurality of 
masculinities and femininities in UK society. Indeed, it was noted that traditional 
masculine ways of coping were drawn on by women and that there were aspects of 
the feminine apparent in some men. Theories of identity such as Giddens (1991) and 
Goffman (1963) provided useful starting points with which to explain parental 
identity; such theories, however, are of little help for conceptualising the identity of 
the stillborn and, as such, this study provides empirical support for Hockey and 
Draper’s (2005) claim that existing theories of identity need to be recast to take into 
account the ability of identities to be constructed before birth and continued after 
death. Moreover, it was argued here that Walter’s (1999) theory of bereavement that 
takes as its themes integration and regulation needs to be more nuanced. Integration 
of the deceased into the continuing life of the bereaved is not unproblematic and 
there are specific social constraints that prevent the bereaved integrating the stillborn 
baby. Indeed, the problem with Walter (1999) and writers such as Riches and 
Dawson (1997) is that in providing an overriding theory to explain bereavement, 
different categories of loss are by necessity conflated. This chapter argued that, due 
to its peculiar nature, stillbirth is a discrete category for analysis; it is reasonable to 
compare stillbirth with other types of death but not to conflate it.
The implications for theory that have been presented in this chapter as well as 
the focused nature of the substantive framework, suggest that as well as challenging
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existing theories, specific questions have been raised by this study. In reflecting on 
the work undertaken, the final chapter draws together the thesis and suggests further 
avenues of research.
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Chapter Ten
Conclusion: Developing a sociology of 
stillbirth
While the extent of psychological literature on the subject might suggest that 
stillbirth, as well as other forms of pregnancy loss, is ostensibly a personal 
experience, this research has demonstrated that there are social constraints and 
pressures that are brought to bear on parental experience. Indeed, the aim of this 
thesis was to complement existing work by documenting and explaining the ways in 
which the experience of stillbirth is gendered and the social processes that may be 
seen to contribute to that gendering. As such, the focus was on identity and the 
relationships of the parents to the stillborn both before birth and after death. One of 
its questions was whether there are qualitative differences between men and women 
in the remembrance of their child and, if there were, how might these be explained. 
Was the burgeoning identity of the unborn child robust enough to continue after its 
death? The physicality of pregnancy and the social constructions that surround it 
were the starting point for the differences found between men and women in their 
experience of stillbirth. This chapter outlines how the aims of the study were 
fulfilled, the contribution made by this study to wider sociological perspectives and 
ends with those questions that have been raised by this research that bear further 
investigation.
In order to investigate the issue of stillbirth, 39 interviews were conducted 
with 12 couples and 16 mothers. Couples were interviewed either jointly or 
individually and there was also a small sample of six sets of parents who had been
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bereaved by neonatal death. All the accounts were analysed using the techniques of 
grounded theory (Strauss and Corbin, 1990). From these accounts a sociological 
framework within which to understand the gendered experience of stillbirth has been 
put forward. The experience of pregnancy and the social constructions that overlay it 
allow parents to construct the identity of their expected child before birth. Moreover, 
parenting the child begins before birth as both men and women make preparations 
for the child. The physicality of pregnancy, however, means that women ‘parent’ in 
a way that men do not through changing their behaviour in line with medical 
recommendations. Moreover, women are socially, sited nearer the baby than their 
partners. As the gendered nature of pregnancy positions women as closer to the baby, 
there is a greater conflict of identity for mothers than there is for fathers when the 
baby dies. It is this that has the potential to impact on the integration of the stillborn 
as part of the family over time and mothers appear to be keener to ‘live with’ the 
baby than are fathers. The identity of the unborn is, for mothers as well as some 
fathers, strong enough to continue after its death.
The implications of this research for sociological theory include empirical 
support for Hockey and Draper’s (2005) argument that theories of identity need to be 
extended to include post-death and pre-birth identities. The findings also broaden the 
validity of their argument as they highlight the macro-conditions under which 
identity construction during pregnancy is made possible. Goffman’s (1963) work on 
stigma proves useful but needs to be clearer in its delineation between virtual and 
actual identities. With an actual identity comes a host of other assumptions that may 
be made about the individual in question: it is these assumptions that possibly 
stigmatise the bereaved mother rather than the actual identity of bereaved parent. 
The findings challenge Walter’s (1999) theory of bereavement by arguing for a 
subtler interpretation of the features of the integration of the deceased into the 
continuing lives of the bereaved and that any consideration of integration (no matter 
who the deceased is) should acknowledge gender. Indeed, men and women ‘do 
bereavement’ in different ways when experiencing a stillbirth and often these ways 
accord with societal constructions of masculinity and femininity. Moreover, in the 
interpretation of the data it suggests that stillbirth should be approached as a discrete 
category of analysis and not be conflated with other forms of pregnancy loss or, 
indeed, with other types of family death.
227
Reflections on the research process
It must be allowed that no method of research is without its limitations. As the 
sampling methods resulted in many parents being recruited from the support group 
Sands as well as other organisations that exist to support parents, the accounts 
presented here may be atypical of bereaved parents. The mothers and fathers 
interviewed might have had greater problems socially in the experience of their loss 
or had greater difficulties in adjusting to it than had other bereaved parents. 
Furthermore, the mothers who were interviewed without the father taking part 
perhaps experienced more difficulties with their partners. This may have given them 
a greater incentive to talk to a researcher than other bereaved parents.
Of the couples interviewed who belonged to support groups it might be, as 
Seymour et al (1995) suggested, that the account of the stillbirth given was the 
‘public account’. The fact that there was little dissent between couples here suggests 
the same; moreover, as some had attended support groups over a period of time, the 
account given may have been agreed some years previous to the interview. Yet, as 
Morris (2001) has. argued, the public account is valuable as it enables an exploration 
of the aspects of the event of interest in terms of a shared history. Indeed, one might 
wonder if any interview -  or social exchange -  can be anything other than a public 
story, the telling of which is dependent on and reflective of the social location of the 
interviewer.
The joint interviews, however, were very often dominated by the story of the 
mother. Men might often interject at points or agree with the story being told but it 
seemed that the ‘owner’ of the story was the woman, alternatively, this may well 
have been that they felt more comfortable talking to a bereaved mother than did their 
partners. While the individual follow-up interviews acted as a way to mitigate 
against such a problem, they elicited little new information that departed 
significantly from the joint interview. The joint account seemed to have become the 
individual account too. Moreover, it is important to note that the individual 
interviews with mothers which were not preceded by a joint interview reflect their 
perception of gendered differences: the only conclusions that can be made are on 
their perceptions of the differences between themselves and their partners. With this 
in mind it must be allowed that, while the aim of this thesis was to provide a
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gendered account, any claim that this was achieved to a great extent must be 
tempered.
Important to note, too, is that social location was important here; a bereaved 
parent myself, this might have had some influence on the accounts given and the 
analysis that was presented in this thesis. The shared identity might well have given 
me access to more detailed information than the unbereaved researcher, but maybe at 
the risk of partiality in the analysis. While distance from my own loss -  twelve years 
prior to the interviews -  may have facilitated greater objectivity, the focus of this 
piece could have been different if an unbereaved, but not necessarily more 
dispassionate, researcher had been analysing the accounts that were collected.
Allsop et al (2004) have noted that attendees of support groups tend to be 
white and middle-class. The sample here reflects the same, therefore, the experience 
of mothers and fathers from less privileged socio-economic groups and those parents 
who belong to ethnic minorities, might have had different experiences to those 
related by participants interviewed in this study. For instance, the ability of 
participants to use their status as a bereaved parent to attempt to change medical 
practice or to enable them to become more active consumers of healthcare in a 
subsequent pregnancy may be a reflection of the class composition of the parents 
interviewed rather than the status that was gained through suffering a stillbirth.
The presence of a small number of parents bereaved by neonatal death in 
some ways sits uneasily with the thesis as a whole. Their presence was useful when 
considering identity but had there been a larger group of neonatally bereaved 
mothers and fathers there would have been greater scope for comparison throughout 
the analysis. In this way it would have been possible to highlight those factors which 
distinguish stillbirth from neonatal death. The small number of parents, combined 
with a desire to keep the focus of the thesis on stillbirth, meant that this is the only 
place in the thesis where their experiences are related. While the easier route may 
have been to leave out those parents whose babies died after birth, their inclusion 
here came from a commitment that their voices should be heard and future 
dissemination of the research will ensure that this small number of neonatally 
bereaved parents is included to a greater extent and, therefore, their experiences will 
reach a wider audience.
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Avenues for further research
Noted above was the social distribution of the participants. While not all were 
middle-class, a greater proportion of interviewees hailed from social classes one and 
two. Lovell (1983) noted that differences in the amount of information given to 
bereaved parents were class-dependent and there is some evidence that suggests that 
class is a risk factor for suffering a stillbirth (Dummer et al, 2000; Gardosi and 
Francis, 2005). As there seemed to be some suggestion of class differences in the 
ways in which men might experience a stillbirth, clearly more research aimed at 
understanding differential experiences between men and women from different class 
locations would be useful.
At greater risk of stillbirth are those women who were born overseas and 
those from ethnic minorities (ONS, 2005b). As individuals from ethnic minorities 
have been claimed to have suffered from racism in their dealings with health 
professionals in other areas of health care (Smaje and Field, 1997) so research 
focussed on ethnicity directly in relation to stillbirth would be timely. Do health-care 
professionals take cultural differences into account or are potential differences that 
might exist between groups over-emphasised through the use of stereotypical notions 
of the differing needs they might have as has been claimed by Ahmad and Bradby 
(2007)? Moreover, small case studies of those individuals whose losses may be 
marginalised, for instance, same-sex couples who might suffer a stillbirth, would be 
of interest to the sociologist as well as their experience might indicate societal 
notions about who should properly care for children.
The research presented here has pointed to certain macro-conditions that 
pertain to parental expectations of success and that therefore lead them to construct 
their expected child’s identity before birth. The accounts suggest that paternal 
bonding with the unborn goes beyond the ‘DIY’ mentioned by Richman (1982) and 
further than the body-mediated moments suggested by Draper (2002b). The fathers 
in Draper’s (2002b) study mentioned touch and ultrasound technology. Some fathers 
here related their talking to the baby, trying to get the baby to move and soothing the 
baby to sleep while still in the womb. Further research could seek to understand more 
fully the attempts that fathers make and strategies deployed that allow them to get ‘to 
know’ the baby before birth?
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It was clear that parents had created an identity for their child before birth yet 
this identity was not often recognised or the stillborn remembered by a wider social 
circle. While the identity of the unborn child and its relation to the parents might be 
robust enough to survive its stillbirth, is its identity strong enough for the wider 
social circle to remember and include him or her? Mothers might claim that other 
people ‘know’ the baby that they are expecting but are the individuals around them 
in accord with this view? Such research has the potential to enrich sociological 
understanding of whether the foetus is a ‘social entity’ in the way that Duden (1993) 
and Williams (2005) claim. Moreover, what happens to the identity of ‘brother’ or 
‘sister’ or ‘grandparent’ to a stillborn baby; other family members have also been 
bereaved yet there is very little research on their experience. Indeed, it was noted in 
Chapter Two that parents have little reason to expect to bury their children (Lofiand, 
1985). Reasonably, then, grandparents might even less expect to witness the death of 
a grandchild. How do grandparents experience and interpret such a loss when it 
happens to their son or daughter?
Although Turton et al (2001) considered that there might be too much 
pressure on parents to see the baby, the overwhelming response of parents in this 
study to questions about seeing their baby was that they wanted to. Moreover, the 
long-term effects of family members seeing the baby, as well as friends of the 
■ parents, merit further investigation as it might be that a wider social circle meeting 
the baby will have a positive effect on social support for the parents and integration 
of the baby over time.
There is more to lose in stillbirth than a baby: this research shows that 
women’s (and occasionally men’s) senses of competency and of bodily integrity are 
threatened. It is, therefore, of utmost importance that research continues in order to 
gain a fuller understanding of this particular form of loss whether the focus is gender, 
class, ethnicity or any other form of structural differentiation. Moreover, it is vital 
that such research is disseminated to health care professionals who have it in their 
power to make the experience less traumatic for the parents of a stillborn than it 
might have been otherwise.
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Appendix 1
Interview guides
Topic guide for joint interviews
Demographic information (mother’s first)
Age
Employment
Ethnicity
Was it your first child (together)?
Have you had any other children since?
At what gestational age did you lose the baby? 
Date of loss
I would like to hear about your experience of stillbirth. From the time you decided to 
have a baby or found you were pregnant, could you tell me what happened please?
GP/hospital maternity care
Antenatal care
Hospital stay (ward, delivery of bad news, staff reactions, your own reactions, 
helpfulness of staff)
Seeing/holding the baby
Post mortem/explanations for loss
Postnatal care
Advice over future pregnancy 
Support group information/counselling
Did you actively seek information about what went wrong? Internet, books etc?
Social support
Reactions to the loss fi*om fiiends, family and work 
Support offered (practical and emotional)
Funeral/burial
Maternity leave and state benefits
Grief and relationships .
Expression of grief 
Reactions of others to your grief 
How did it affect you relationship 
Did it affect your identity as parents?
Are you able to remember the baby?
In order to try to end on a positive note:
Were there any positive aspects to you loss? 
If so, what were they?
Topic guide for individual interviews
Demographic information 
Age
Employment
Ethnicity
Was it your first child (together)?
Have you had any other children since?
At what gestational age did you lose the baby? 
Date of loss
I would like to hear about your experience of stillbirth. From the time you decided to 
have a baby or found you were pregnant, could you tell me what happened please?
GP/hospital maternity care
Antenatal care
Hospital stay (ward, delivery of bad news, staff reactions, your own reactions, 
helpfulness of staff)
Seeing/holding the baby
Post mortem/explanations for loss
Postnatal care
Advice over future pregnancy 
Support group information/counselling
Did you actively seek information about what went wrong? Internet, books etc?
The baby
Relationship to unbom baby
Did you feel as/more/less attached to the baby than you partner?
Warning signs? If so how were these reacted to by health professionals/ 
partner?
Social support
Reactions to the loss from friends, family and work 
Support offered (practical and emotional)
Funeral/burial
Maternity leave and state benefits
Grief and relationships
Expression of grief 
Reactions of others to your grief 
How did it affect you relationship 
Did it affect your identity as parents?
Are you able to remember the baby?
Do you visit the grave?
Do you talk to your children about it?
Why did you decide to take part in this study?
Any other issues?
In order to try to end on a positive note:
Were there any positive aspects to you loss? 
If so, what were they? .
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20 October 2005
Ms Samantha Louise Murphy
PhD student
Department of Sociology
University of Surrey
Guildford
Surrey
GU2 7XH
Dear Ms Murphy
Full title of study; The Impact of gender and ethnicity on the experience of
stillbirth
REG reference number: 05/Q0202/54
Thank you for your letter of 26 September 2005, responding to the Committee's request for 
further Information on the above research and submitting revised documentation.
The further information was considered at the meeting of the Sub-Cornm'ittee of the REC 
held on 07 October 2005. A list of the members who were present at the meeting is
attached.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised.
Ethical review of research sites
The Committee has designated this study as exempt from site-specific asspsmenUSSA 
There is no requirement for other Local Research Ethics Committees to be informed or for 
site-specific assessment to be carried out at each site.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully.
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The final list of documents reviewed and approved by the Committee is as follows.
DoGumont Version Date
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An advisory com m ittee to  Bedfordshire and Hertfordshire Strategic Health Authority
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Dated: 25/08/05 
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Dated: 26/09/05 
Received: 02/11/05
Document Type: Consent Form 
Dated: 25/07/05 
Received: 02/11/05
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Professor 8 Arber, Supervisor, Department of Sociology 
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Consent form and participant 
information sheet
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Participant name:
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
Schooi of
Human
Sciences
Department of 
Sociology
Telephone
+44 (0)1483 689365 
Facsimile
+44 (0)1483 689551
CONSENT FORM
The impact of gender and ethnicity on the experience of stillbirth
Name of Researcher: Samantha Murphy
1. I confirm that I have read and understand the information sheet dated.........................
(version 2) for the above study and have had the opportunity to ask questions.
2. I understand that my participation is voluntary and that I am free to withdraw at any time, 
without giving any reason, without my medical care or legal rights being affected.
3. I agree to take part in this study.
Name of Participant
Name of Person taking consent 
(if different from researcher)
Researcher
Date Signature
Date Signature
Date Signature
Version 1 25/07/2005
W l  II
University 
of Surrey
Guildford
Surrey GU2 7XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
Schooi of
Human
Sciences
Department of 
Sociology
Telephone
+44 (0)1483 689365 
Facsimile
+44 (0)1483 689551
The impact of gender and ethnicity on the experience of stillbirth
part. Thank you for reading this.
•S S S S B S S S ?'"
management of stillbirth in NHS hospitals.
s s s a s s s B
your local surgery.
and without giving a reason.
who aim support bereaved parents.
26/09/2005
Version 2
T h e  Q u e e n ’ s 
TtrvE R S A R Y  P r i z e s
2002
taking part in the study and a copy of this information sheet will be enclosed. If it 
becomes clear that you would like support regarding your loss or in respect of any other 
issues, the researcher will provide contact information for charities and other agencies 
that will be able to help. If you would like to make a complaint about NHS services, 
Samantha Muiphy will also be able to refer you to the relevant authorities.
All information which is collected about you during the course of the research will be 
kept strictly confidential and will be stored on a laptop which is kept in a secure place. 
Any information that you give the researcher will have your name and address removed 
so you cannot be recognized. The names of medical staff, relatives and friends, the 
hospitals, institutions and the area in which you live will be changed, too, to ensure your 
anonymity and that of others. If you agree, the interviews will be recorded and 
transcribed and be kept under lock and key at the researcher’s home. You will be offered 
the chance to read the transcripts and remove anything you are unhappy with. It is 
anticipated that the data obtained from the study will be disseminated though academic 
journals and conferences.
This research was originally proposed by Samantha Murphy and is funded by the 
Economic and Social Research Council (award number: PTA-030-2004-00993).
If you would like further information before deciding whether to take part or not, 
Samantha Murphy can be contacted on 01462 482187, by post at the Department of 
Sociology, University of Surrey, Guildford, Surrey, GU2 7XH or by e-mail at 
s.murphy@surrey.ac.uk. Her principal PhD supervisor is Professor Sara Arber and can 
be contacted at the above address and by telephone on 01483 689452. Her e-mail address 
is S .Arber@surrev.ac.uk.
Version 2 26/09/2005
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Advert for participants
Are you a bereaved parent?
Have you lost a baby to stillbirth 
within the last twelve years?
If SO, a n  academic researcher is interested in hearing your story which will contribute to 
a study regarding pregnancy loss, ethnicity and gender. The study is for a PhD 
qualification which is being supervised at the Department of Sociology at the University 
of Surrey.
Participants must be either white or Caribbean in origin and have lost a baby to stillbirth 
after 1993. The study will involve two in-depth interviews which will cover the 
experience of the loss: one interview will be undertaken as a couple and one individually.
Anonymity and confidentiality will be assured at all times.
If you are interested in participating in the study or receiving more information regarding 
it, please contact:
Samantha Murphy, B.A. (Westminster), MSc. (London)
Department of Sociology 
University of Surrey,
Guildford,
Surrey,
GU2 7XH.
Tel. No.: 07985 216547* or 01462 482187 
Or by e-mail at s.murphv@surrev.ac.uk
* You wiil be immediately called back to minimise any call costs.
Version 3 20/10/2005
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Biographies of participants
Ann and Alan
Ann (37) and Alan (41) agreed to participate in this research after being approached by a 
long-term friend 6f mine who Ann worked with. They lost their 6^ child -  a daughter 
while giving birth -  in November 2001. Ann, a learning support assistant in an inner-city 
primary school and Alan, à labourer, have not had any more children. They are adamant 
that their family is now finished.
Bridget and Bob
Bridget (39) and Bob (41) agreed to take ÿart in my research after meeting me at a 
SANDS fundraising event. They lost their fourth child, boy, in 2002 at 41 weeks’ 
gestation during labour. Bridget -  a former banker who now runs her awn business and 
Bob, who works for a merchant bank have since lost a daughter -  a 15 weeks pregnant 
and, at the time of interview, were hoping that they could have another baby but fearftil 
that time was running out.
Charlottb and Carl
Charlotte (33) and Carl (38) got it touch with me after my contact details were given out 
at a SANDS support meeting. They are both self-employed: Carl runs his own 
advertising company and Charlotte is a fitness consultant. In December 2005 they lost 
their first child -  a boy -  during labour and are in the process of suing the hospital for 
negligence. At the time of interview they were trying for another baby.
Diane and Dan
Diane (27) and Dan (29) contacted me after seeing a flyer at a SANDS support group 
mpeting. Diane, an infant school teacher lost her first child, a boy, at 40 weeks’ gestation 
in December 2005. Her husband Dan works on a building site as a site foreman. At the 
time of interview, the couple had just found out that they were expecting another baby.
Emily and Ed
Emily and Ed got in touch with me following a SANDS meeting which I attended. Emily 
was 33 at the time of interview and second-generation South Asian -  she is Hindi — and 
before having her second child was working as a clerical officer. Her husband, Ed, is 
white and was 35 when we met. He works as a medical sales representative. They lost 
their second child -  a boy -  after two days of life in ^QQ4, The pregnappy was healthy 
hp bPrtl ^t 40 ^ÇStption.
Fiona and Fred
Fiona (38) and Fred (42) contacted me 2 and a half years after losing their baby son after 
hearing about my research through the NCT. Fiona was a housewife at the time of 
interview while Fred was a self-employed contractor. They lost their second child -  their 
eldest son was 2 and a half at the time -  at 37 weeks’ gestation. They have since gone on 
to have another boy who was 8 months old at the time of interview.
have two more boys since their loss, 
another baby boy.
They have since had another, healthy, boy m February 2006.
m m i m s m m
Nina
Nina (36) works in the marketing department of a university. She lost her first child, a 
girl, in 2004 after giving birth at 40 weeks’. Her daughter lived for two days. Nina 
contacted me after my details were distributed at a Sands support group meeting. At the 
time of interview she had not yet had another child.
Octavia
Octavia (37) works for a pharmaceutical company. She got in touch with me after 
meeting me at a Sands meeting. She became pregnant after her third attempt at IVF and 
found out after a few weeks that she was carrying triplets. At ten weeks, however, she 
miscarried twins and then gave birth to her son at 25 weeks’ gestation in 2005. He lived 
for two days. A further attempt at IVF had recently failed at the time of interview.
Penny
Penny (32) is English but lives and works in the European Union as a supervisor at a call 
centre. She was diagnosed with breast cancer several years ago and was told she could 
never have children. However, she conceived naturally but her baby daughter died birth 
in 2005. At the time of interview she had not yet conceived again.
Rebecca
Rebecca, 46, a primary-school teacher, is a friend of mine who agreed to take part after 
hearing of my research. She lost her first child, a boy, twelve years previously and has 
since gone on to have two more children: a boy and a girl.
Sheila
Sheila (35) lost her third child in 2005 when the baby was discovered to have died at 37 
weeks’ gestation. Sheila describes herself as a ‘full-time mum’ although previously she 
worked in the recruitment business. At the time of interview she was contemplating 
whether to continue her family or not.
tanya
Tanya (39) got in touch with me via the Birth Trauma Association website and actually 
had taken part in my undergraduate work on stillbirth. Formerly a teacher and now a 
fiill-time mother to her daughter bom two years ago, she lost her first child, a boy, at 37 
weeks pregnant in March 2002. They have now finished their family.
Una
Una (35) is a full-time mother to her three surviving children -  all girls. She has 
previously worked in a supermarket (where she met her husband) and as a school dinner- 
lady. Her son was stillborn in 2005. She contacted me after seeing my research on an 
internet forum.
Vicky
Vicky (32) lost her first child -  a boy -  in 2000. A former office worker married to a 
teacher she has since gone on to have two more children -  a boy and a girl. She 
contacted me after hearing about my research from a flyer distributed at a befiriender 
training course.
Wendy
Wendy (26) a civil servant lost her first child in 2004 after she was bom prematurely 
at 28 weeks’ gestation. The baby lived for ten days but Wendy did not see her as she 
was in intensive care while her daughter was at a different hospital. She and her 
husband, also a civil servant, have since gone on to have a son. Wendy offered to 
take part in my research after seeing a flyer about it at a befriender training course.
Zee
Zoe got in touch with me via e-mail after receiving information about my research at 
a SANDS ‘befriender’ course. Her baby died at 35 weeks’ gestation in September
2004. She was 33 at the time of the interview and 31 when her baby died. She is the 
manager of a call centre for a well-known insurance company. Since the stillbirth she 
has had a miscarriage at 6 weeks and remains childless.
Amy
After a miscarriage at 8 weeks, Amy became pregnant with her first child in January
2005. However, her son died during labour in October of that year. Amy (31), a 
Heath and Environmental Manager, was 20 weeks’ pregnant at the time of 
interview. She saw my research mentioned on an internet forum and got in touch with 
me.
Barbara
Barbara, 50 at the time of interview, had lost her second child, a girl, to stillbirth in 
1994. She and her husband run their own rental business and have since gone on to 
have another daughter. She was asked to take part after a contact of mine at Sands 
approached her.
Christina
Christina, aged 38, lost her daughter in September 2005. Hers is a more complex 
family than other participants. Her husband has two children from his first marriage 
which Christina has one daughter from a previous relationship. Christina, a civil 
servant, contacted me after hearing about my research from another participant. At 
the time of interview she was 34 weeks’ pregnant and was due to have her baby by 
caesarean section three weeks after we met. Like Vicky, she agreed to take part after 
hearing about my research from a flyer distributed at a befiriender training course.
Debbie
Debbie (32) lost her son to stillbirth in 2005. She already had one daughter with her 
husband. He works as a gas technician, she is a teacher. They have since gone on to 
have another daughter. She saw my research advertised on an internet forum and 
approached me from there.
Elinor
Elinor (34) lost her first child in 2000 after suffering pre-eclampsia. Her son was bom 
prematurely at 28 weeks’ gestation and lived for a week. She has since gone on to 
have two children -  a boy and a girl. I originally met Elinor at a Sands support group 
meeting.
Appendix 7
Follow-up e-mail from participant
Sent: Fri 24/11/2006 15:37
To:MurphySLMs(PG/R-Soc,dow)
Subject: RE: PHD Research into Stillbirth
Hi Samantha,
SHESîSHSsxSS»-
believe it she is almost 6 weeks old now.
mm#a==='
I hope your research is all going well.
Christina xx
